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Appendix BBB--Item-by-Item Guideto the Minimum Data Set for Post Acute Care
(MDS-PAC)

1.1 Required Assessments and Associated Forms

The following rules apply to HCFA’'s MDS-PAC to be used by rehabilitation hospitas and rehabilitation
units in acute care hospitals.

Theootent of the MDS-PAC patient assessment instrument is recorded on the following required forms.

The Minimum Data Set-Post Acute (MDS-PAC) is designed to be used for admission assessments,
reassessments, and discharge assessments. These forms contain Section AA (Identification Information)
through M (Resources for Discharge). There are three separate forms which are entitled "Basic
Assessment Tracking Form”, "Interrupted Stay Tracking Form", and "Full Assessment Form". Whenever
anitemison al three forms, there will be no distinguishing notation. However, if an item(s) is (are) to be
asked only on a particular form, there will be astatement in the “ coding” section.

1.2 Overview totheltem-by-ltem Guideto MDS-PAC

ThisManud isto be used in conjunction with the MDS-PAC forms.

It providesinformation to facilitate completion of an accurate and uniform patient assessment.
Item-by-item instructions focus on:

» Theintent of itemsincluded on the MDS-PAC.
» Supplementd definitions and indructions for completing MDS-PAC items.

* Reminders of which MDS-PAC items require a different observation and information about the
patient other than the standard 3-day observation period.

» Sources of information to be consulted in completing specific MDS-PAC items.

» Examplesto illustrate MDS-PAC coding responses.
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1.3 How Can ThisManual be Used?

Use thismanual alongsidethe MDS-PAC forms, keeping the formsin front of you at all times.
TheMDS-PAC form itself contains awedth of information. Learn to rely on it as aresource for many of
the definitions and procedurd indructions necessary for proper assessment. The amplifying information
in thismanua should facilitate successful use of the MDS-PAC forms.
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CODING CONVENTIONS

C Dates— Where recording month, day, and year, enter two digits for the month and the day, but
four digits for the year. For example, the third day of January in the year 1999 is recorded as :

0|1 0| 3 119199
Month Day Year

C The gandard no-information code is either a “circled” dash or an “NA”. This code
indicatesthet dl available sources of information have been exhausted; that is the information is not
available, and despite exhaudtive probing, it remains unavallable. The use of NA codeisvery
limitedl Forexample, “NA” cannot be used in Section E. If an activity has not occurred in the last
3 days, acode of “8" must be used.

C NONEOF THE ABOVE isaresponseitem to several items (for example,, G3, Infections,
bax [). Check thisitem wher e none of the responses apply; it should not be used to signify
lack of infor mation about the item.

C “ip” Patterns— There are a few instances wher e scoring on oneitem will govern how
scoring iscompleted for one or more additional items. The ingtructions direct the assessor
to“skip” over the next item (or severa items) and go on to another (for example, B1, Comatose,
dredstheassessor to “skip” to Section E. if Blisanswered “1” -“Yes'. Theintervening items
from B2- D3would not be scored. If B1 wasrecorded as“0” - “No”, then the assessor would
continue with item B2.).

A usHu technique for visualy checking the proper use of the “skip” pattern indructionsisto circle
the “skip” ingdructions before going to the next gppropriate item.

C The “8" codeisfor usein Section E., Functional Status. The use of this codeis limited to
stugions where the ADL activity was not performed and therefore an objective assessment of the
resdent’s performance is not possible. Its primary useis with bed-bound residents who neither
transferred from bed nor moved between locations over the entire 3 day period of observation.

The items from the MDS-PAC forms are presented in a sequentia basis in this manuad. Each item is
accompanied by a statement of intent (rationale for assessment), definitions, assessment processes, and
coding ingructions. Many items are accompanied by patient examplesto illustrate coding concepts.
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Thedhart that follows summarizes the recommended approach to assist you in becoming familiar
with the MDS-PAC. Thei nitial time investment in this multi-step review process will have a
major payback on the quality of your patient assessments using the MDS-PAC.

Caefully review these item-by-item ingructions. The time-frame of the assessment, the processes, the
coding options and items have been developed to reflect the needs of post-acute patients.

(A)

Recommended Approach for Becoming Familiar with the MDS-PAC
First, review the MDS-PAC forms.
Notice how sections are organized and where information is to be recorded.
Work through one section at atime.
Examine item definitions and response categories.

Review procedurd ingtructions, time frames, and genera coding conventions.
Note that the assessment reflects activities over the last 3 days unless otherwise indicated.

Arethedefinitionsand instructions clear ? Do they differ from current practice at your
facility? What areasrequirefurther clarification?

Complete the MDS-PAC assessment for a patient at your facility. Draw only on your
knowledge of thisindividual. Enter the gppropriate codes on the MDS-PAC form. Where
your review could benefit from additiona information, make note of that fact. Where might
you secur e additional information?

(Continued on next page)
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(B)

Recommended Approach for Becoming Familiar with the MDS-PAC

(Continued)

Completetheinitial passthrough this manual.

Goontothisstep only after first reviewing the MDS-PAC form and trying to complete as many
items as possible for a patient known to you.

As you reed this manua, darify questions that arose as you used the MDS-PAC for the first
timetoassess apatient. Note sections of this manua that help to clarify coding and procedurd
questions you may have hed.

Once again, read the instructions that apply to a single section of the MDS-PAC.
Makesureyou understand thisinformation before going on to another section. Review
the test caseyou completed. Would you still code it the sameway? It will take time
togo through all thismaterial. Do it dowly. Do not rush. Work through the Manual
one section at a time.

Areyousuprised by any MDS-PAC definitions, ingtructions, or case examples? For example,
do you understand how to code ADLs? Or Mood?

Doay definitions or ingructions differ from what you thought you learned when you reviewed
the MDS-PAC form?

Would you now complete your initid case differently?
Are there definitions or ingtructions that differ from current practice petterns in your facility?
Make notations next to any section(s) of this Manua you have questions aboui.

(Continued on next page)
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Recommended Approach for Becoming Familiar with the MDS-PAC
(Continued)

In asacond passthrough this manual, focus on issuesthat were more difficult or problematic
in thefirst pass.

» Further familiarize yoursdf with definitions and procedures that differ from current practice
patterns or seem to raise questions.

» Reread each of the case examples presented throughout this chapter.

(D) Thethird passthrough thismanual will provide you with ancther opportunity to review the
materid in thismanud.

(E) Futureuseof information in this manual:
» Keep thismanua at hand during the assessment process.
* Where necessary, review the intent of each item in question.

» Thismanud isasource of information. Use it to increase the accuracy of your assessments.
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1.4 What isthe Standard Format Used in this Manual?

Tofadlitteconrpletion of the MDS-PAC assessment and to ensure consistent interpretation of items,
this manua presents the following types of information for many (but not all) items:

Intent:  Resson(9) for including the item (or set of items) in the MDS-PAC, including discussions
of how the information will be used by dinica gaff to identify patient problems and
develop the plan of care.

Definition: Explanation of key terms.

Process: Sources of information and methods for determining the correct response for an item.
Sourcesinclude;

* Patient interview, observation, and examination.
» Cincd records, facility records, transmittal records (at admission), physician orders,
laboratory data, medication records, treatment sheets, flow sheets (for example, vital

Sgns waghs intake and output), care plans, and any smilar documentsin the facility
record system.

 Discusson with multidisciplinary facility staff — licensed and nonlicensed daff
caregivers.

* Discussion with the patient's family, particularly during the admisson assessmert
period, when available.

* Attending physician.

Coding:  Proper method of recording each response, with explanations of individua response
categories.

1.5 Item-by-Item Ingtructionsfor the MDS-PAC Forms

The item-by-item ingtructions follow the sequence of items on the HCFA MDS-PAC. Thiswill facilitate
your use of this guide as areference tool.
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Basic Assessment Tracking Form

Section AA.
| dentification I nformation

Intent: This section provides the key information to uniquely identify each patient as well as the
reason for assessment.

1. Legd Nameof Patient

Ddfinition: Legd name in the clinica record. This must be the same as the patient's M edicare record

legd name.

Coding:  Useprinted letters. Enter in the following order:
a Frg Name
b. Middeinitid (leave blank if no middie name)
C. Lags/Family Name
d. Suffix--meaning J., Sr., l11, etc.

2. Admisson Date
a Date the stay began.

Intentand  For the current precipitating event/problem, thisis the date when the patient first
Definition: became arehabilitation patient in your facility.

It is possible that a patient in a rehabilitative phase of care may be discharged from the
rehabilitation facility and then admitted to an acute care hospitdl or unit. Admissons and
“bacthdd’ palicies vary in different settings. A rehabilitation facility may choose to follow
a faallity spedific policy and "close" the medica record of a patient that has an overnight
stay in an acute care hospita, or to keep the chart "open™ during this period of time.
However, to bein compliance with Medicare regulations, if a patient has an overnight stay
in an acute care hospital or unit, then for Medicare payment purposes the rehabilitation
facility must discharge the petient.
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For thepurpose of the MDS-PAC, enter the date the person was first admitted to receive
rehabilitative care for the current precipitating event/problem. This admission date should
correspond with the admission date used by the billing office to initidly begin this stay.

Process. Review theclinica record. If it is unclear on what date the stay for the current precipitating

event/problem began, clarify with the admissons’ business or medica record departments.

Coding: For aone digit month or day, place a zero in the box. For example: July 1, 2000, should
be entered asfollows:

0| 7 0|1 210100

Month Day Y ear

b. Date Medicare-covered Part A stay began.

Intentand  For the current precipitating event/problem, this is the date of the current stay

Definition:  when the patient first started receiving Medicare-covered Part-A sarvicesin your fadility.
Complete this date only if this date is different than the date in item AA2A "Date the Say
began."

It is possble that a patient in a rehabilitative phase of care may be discharged from the rehabilitation
facility and then admitted to an acute care hospitd or unit. Admissons and “bed-hold” policiesvary in
different settings. A rehabilitation facility may choose to follow afacility specific policy and "closg’ the
medica record of a patient that has an overnight stay in an acute care hospital, or to keep the chart
"gpat’ during this period of time. However, to be in compliance with Medicare regulations, if a patient
has an overnight stay in an acute care hospital or unit, then for Medicare payment purposes the
rehabilitation facility must discharge the patient.

For the purpose of the MDSPAC, enter the date the patient first sarted to be furnished
Medicare-covered Pat A savices in your rehabilitation facility for the current precipitating
evatjrddan This date should correspond with the date used by the billing office to initidly start billing
Medicare for this say.

Process. Review thedinicd record. If it isunclear what date the person firgt started being furnished
M edicare-covered Part A sarvices for the current stay and for the current precipitating
event/problem, clarify with the admissions/ business or medica record departments.

Coding:  Foraonedgt month or day, place azero in the first box. For example: July 1, 2000, should
be entered asfollows:
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Month Day Year

3. Reason for Assessment

Intent and To document the key reason for completing the MDS-PAC assessment.
Definition:

Process. Cdadaethelength of time the patient has been receiving Medicare-covered Part A services
during the current stay. Then determine the type of assessment for which the data must be
collected and recorded on the MDS-PAC.

Coding:  Code for appropriate assessment.
1. Admission assessment (coversfirst 3 days) — Completed on day 4.
2. Reassessment — Completed on day 11.
3. Reassessment — Completed on day 31.
4. Reassessment — Completed on day 61.

5. Dighargeasessment —After the assessment reference date for the discharge MDS-PAC
asessment is determined, the completion date for the discharge MDS-PAC assessment
mud be set. The completion date for the discharge MDS-PAC assessment must be the
fifth cdlendar day following the discharge MDS-PAC assessment reference date. To count
the 5 cdendar days following the discharge MDS-PAC assessment reference date count
thredstharge MDS-PAC assessment reference date as day 1 of the 5 caendar days. For
example, if the MDS-PAC assessment reference date is May 1, 2000, then the
MDS-PAC completion date would be May 5, 2000.

The following tables illustrate the relationship between the type of MDS-PAC assessment (the Day 4,
Day 11, Day 30, Day 60, and discharge assessment), and the observation time period, the assessment
reference date, and the MDS-PAC completion date. In addition, for each type of MDS-PAC
assessment the tables depict the associated encoding date and by when the data for that type o
assessment must be transmitted.
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TABLE 1-- MDS- PAC ASSESSMENT SCHEDULE AND ASSCCI ATED DATES

MDS-PAC Hospitalization MDS-PAC MDS-PAC Hospitalization MDS-PAC MDS-PAC Must
Assessment Time Period Assessment Must Be Episode Must Be Be
Type and Observation Reference Completed Covered By Encoded Transmitted
Time Period Date By: This Assessment: By: By:
Day 4 First 3 Days Day 3 Day 4 Entire Hospitalization Day 10 Day 16
Time Period
Day 11 Days 8 to 10 Day 10 Day 11 Day 17 Day 23
Day 30 Days 28 to 30 Day 30 Day 31 Day 37 Day 43
Day 60 Days 58 to 60 Day 60 Day 61 Day 67 Day 73

Table 1 above
ot her
number

represents
associ at ed MDS- PAC dat es.

of cal endar
hospitalization that

days
t he patient

duri ng

t he

t he generic assessnent
The term "day"
patient's
has been hospitalized as a

schedul e and
refers to the
current

Medi care Part-A patient.

Table 2 below is an exanple of how Table 1 would be applied

usi ng actual cal endar dates. |In Table 2 it is assuned that the

patient was admtted on April 3, 2001.

TABLE 2-- EXAMPLE APPLYI NG THE MDS- PAC ASSESSMENT SCHEDULE AND
ASSOCI ATED DATES

MDS-PAC Hospitalization MDS-PAC MDS- PAC MDS-PAC MDS-PAC Must
Assessment Time Period Assessment Must Be Must Be Be Transmitted
Type and Reference Date | Completed By: Encoded By: By:
Observation
Time Period
Day 4 First 3 Days 4/5/01 4/6/01 4/12/01 4/18/01
Day 11 Days 8 to 10 4/12/01 4/13/01 4/19/01 4/25/01
Day 30 Days 28 to 30 5/2/01 5/3/01 5/9/01 5/15/01
Day 60 Days 58 to 60 6/1/01 6/2/01 6/8/01 6/14/01

TABLE 3-- EXAMPLE APPLYI NG THE MDS- PAC DI SCHARGE ASSESSMENT

DATES
MDS-PAC Discharge MDS-PAC MDS- PAC MDS-PAC MDS-PAC Must
Assessment Date* Assessment Must Be Must Be Be Transmitted
Type Reference Date | Completed On: | Encoded By: By:
Discharge 5/1/00 5/1/00 5/5/00 5/11/00 5/17/00
Assessment
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*This is either when the first of the follow ng occurs: (1) the
day the patient is discharged fromthe IRF, or (2) the day the
patient ceases receiving Medicare-covered Part-A inpatient
rehabilitation services.

4. Assessment Reference Date

Intent: Toestablish a common reference point for al staff participating in the patient’ s assessment.
Although gtaff members may work on completing a patient' s MDS-PAC on different days
(for example., begin entering demographics on day 1 of admission, and complete functiona
assessment on day 3), establishment of the assessment reference date ensures the
commordity of the assessment period. It startsthe “clock” so that al assessment items refer
tothe patient’ s Satus, treatment regimen, and resource utilization during the same period of
time Many items require the “counting” of the number of trestments, visits, or procedures,
meaking a common tempora reference point crucia for accuracy.

Definition: This isthe last day in the MDS-PAC assessment processthat is, the last day of the 3-day
MDSPAC observation period. It isthe designated endpoint of the observation period. In
order to gain accurate information for the interdisciplinary team, it is essentid for everyone
tofoouson the same time period (that is, for most items, this day and the two that preceded
it.) It is from this date that al time references are measured. For a discharge assessment,
including an unexpected discharge, see the explanation under "Process’ below.

For ingtance, if an item indicates “in the past 3 days’ this 3 day period is calculated from
thelast day of the MDS-PAC observation period (that is, the third day and the two days
that preceded it.)

Process: Refer toitem AA2 -" Admisson Date'. The date entered in AA2b or if no date is entered
iNAA2b then the date entered in AA2a must be used to cal culate the assessment reference
date that must be used for the Day 4, Day 11, Day 30, or Day 60 assessments. The
asesmat rdfaence date for the discharge assessment is the day when one of either of these
twoevatsooousfirgt: (1) the day the patient is discharged from the IRF, or (2) the day the
patient ceases receiving Medicare-covered Part-A inpatient rehabilitation services. The
MDS-PAC discharge assessment process is started only & the first point in time either of
these events occur. There may be cases when a patient ceases receiving inpatient
rehabilitation Medicare-covered services, but is not discharged from the IRF.

Coding: Beginning with the left-most box enter the month, day, and year of the assessmert
rference date. Do not leave any boxes blank. If the month or day contains only asingle
dgt, pacea“0" in thefirst box. For example: July 3, 2000, should be entered asfollows:
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Month Day Year

5. Discharge Status
a Last day of Say

Intent and: To establish the date when either of these two events occursfirst: (1) the

Definition  individud is discharged as an inpatient from the IRF and physicdly leaves the facility, or
(2) the patient ceases recelving Medicare-covered Part-A inpatient rehabilitation services
whether or not the patient physicaly leaves the facility.

Process:. Corault the physician's orders. In cases when the patient is discharged "Against Medica
Advice' (AMA) refer to the documentation in the clinical record progress notes and the
physician's orders.

Coding: Bagmingwiththe left-most box enter the month, day, and year of discharge. Do not leave
any boxes blank. If the month or day contains only asingle digit, placea“0" in thefirst
box. For example July 26, 2000, should be  entered as:

Month Day Year

b. If discharged, satus at discharge
Intent: Theintent of thisitem isto determine the patient’ s status upon discharge.
Definition: Thisisthe patient's clinica and rehabilitation program status at discharge.

Process. Consult with members of the interdisciplinary team. Examine the documentation in the
patient's clinica record. Talk to the patient and family if necessary.

Coding: 0. Rehabilitation program complete for this stay and return not anticipated.

1. Patient left, againgt medica advice, prior to completion of plan of care.

2. Acute problem, discharge to acute hospital.

3. Pdtient died.
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6. Socia Security and Medicare Numbers
Intent: To record patient identifier numbers.

Process. Revew the patient’ s medica record face sheet (usudly at the front of the chart). To ensure
accuracy, review acopy of the patient's Socia Security (SS) card and Medicare card, if
possible. In rare cases, the patient will have neither a Socid Security number nor a
Medicarenumba. When this occurs, another type of identification number may be used (for
example., arailroad insurance number).

Coding:  Begin printing one number per box starting with the left-most box. Recheck each number
to be sure you have entered the digitsin the correct order.

a.) Enter the Socia Security number as specified in the medical record or on the Social
Security card.

b.) Eter the Medicare number asindicated in the medica record. However, if the patient
does not have a Medicare number but instead has a comparable railroad insurance
number, then enter that number in these boxes and indicate that this is not a Medicare
number by placing the letter “C” in first box of the “b” boxes.

7. Medicad Record Number
Definition: A patient’ sidentification number designated by the facility.
Process: Review the patient’'s medica record “face sheet” (usualy at the front of the chart) for the

medica record number. If the number is missng, obtain the number from the facility’ s
Medica Records Department.

Coding: Begin printing one number per box starting with the left-most box. Recheck the number
to be sure you have entered the digitsin the correct order.

8. Fadility Provider Number
I ntent: To record the facility identifier numbers.

Definition:  The identification numbers assgned to hedth care facilities by the Medicare and Medicaid
programs.  Some facilities will have only a Federa (Medicare) identification number; others
will haveFederal (Medicare) and State (Medicaid) identification numbers. “Medicaid only”
fadlities have a Federal as well as a State number. The Medicaid Federa number hasa
“letter” in the third box.
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Process:

Coding:

Obtain the facility’s Medicare and Medicaid numbers from the facility’ s business office.
Once you have these numbers, they apply to dl patients of that facility.

Begnprinting one number per box starting with the left-most box. Recheck each number
to be sure you have entered the digits in the correct order. Remember, there must be at
leest one provider number indicated, and there may be two, one for the state, one for the
federd.

9. Medicaid Number

Intent: An identifying number for tracking purposes.
Process. Review the patient’s medica record face sheet (usualy at the front of the chart). Review a
copy of the patient's Medicaid card to ensure accuracy, if possible.
Coding:  Begnprinting one number per box tarting with the left-most box. Recheck the number to
be sure you have entered the digits in the correct order.
* If the Medicaid gpplication is pending, placea“+” in thefirst box.
If the patient does not receive Medicaid benefits, place an “N” in the first box.
10. Gender
Coding: 1. Mde
2. Femde
11. Birthdate
Coding:  Bgmigwiththe left-most box enter the month, day, and year of birth. If you do not know

the patient's full birthdate you may enter a partia birthdate, but the partid birthdate must a
lest indude the patient's year of birth. If the month or day contains only a single digit, place
a“0" inthefirst box. For example: January 2, 1918 should be entered as:

0|1 0| 2 119118

Month Day Year

Note: It'snatunheard of to mistakenly enter today’ s date in this location. Make sure you
have entered the date of birth.

12. Ethnicity/Race
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Intent: The documentation of ethnicity and race per nationdly established standards.
Process. Asthepdiat and/or family member what best describes their race and ethnic background.
Coding: Check dl that apply.

Ethnicity
a. Higpanic or Latino

Race
b. Ameican IndiavAlaskan Native
c. Adan
d. Black or African American
€. Native Hawaiian or other Pacific Idander
f. White

13. Interrupted Stay: (Note: Thisitem only appears on the interrupted stay tracking form.)

Intent and To track patientsthat have an interruption intheir tay.  An interrupted stay is one

Definition: in which a patient is discharged from a rehabilitation facility and returns to the same
rehehlitation facility in 3 caendar days or less. For purposes of the MDS-PAC assessment
process if apetient has an interrupted stay, then--(1) No new Day 4 MDS-PAC assessment
would beperformed; and (2) The required scheduled MDS-PAC update assessments must
dill beperformed. Note: A patient that returns to the same rehabiilitation facility more than
3 cdendar days after being discharged is consdered a"new" patient in terms of the MDS-
PAC assessment schedule process.

Incounting the 3 calendar day time period to determine the length of the interrupted stay,
thefirst day of the start of the interrupted tay is counted as"day 1," with midnight of that
day sarving as the end of that calendar day. The next 2 calendar days that immediately
follow would be days two and three. If the patient returns to the rehabilitation facility by
midnight of the third calendar day, then it would be determined that the patient had an
interrupted stay of 3 calendar days or less.

a. Datetime departed from the rehakilitation unit/hospital.

Process: Conault the dinicdl record, talk to physcian and nursing staff.
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Coding: If thepetient has not had an interrupted stay, the boxes will remain blank. Otherwise, use
al boxes. For a one-digit month or day, place a zero in the first box. July 31, 2000,
should be entered as follows:

o| 7| -113|1] - 21 0] 0|0
Month Day Year
A time of 9:15 am should be entered as follows:

O 9 -1 5 - A M
Hours Minutes AM/PM

b. Dateltime returned to the rehabilitation unit/hospital.

Process: Review the clinicd record. If dates are unclear or unavailable, ask the admissions office
or medical record department.

Coding: If patient has not had an interrupted stay, |leave the boxes blank.
Otherwise, use dl the boxes. For aone-digit month or day, place azero in the first box.

August 2, 2000, should be entered as follows:

o|8|-(0|2|-]2|0|0]O0
Month Day Year

A time of 2:30 pm should be entered asfollows.

O|2(-|3]|0|-|P|M
Hours Minutes AM/PM

14. Clinician Completing Assessment. (Note: This item only gppears on the interrupted stay tracking
form. ThisisNOT the same as Section AB "Assessment Attegtation”.)

Intent: To ensure that the data recorded on the Interrupted Stay Tracking Form is accurate and
sbmitted totheHCFA MDS-PAC system within 7 caendar days of the date recorded in item
AA13b. The daterecorded initem AA13bis"day 1" when Sarting to count the 7 caendar
daysin order to determine the 7 caendar day time period.
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Definition:  The dlinician who sgnsitem AAl4amust be a physician, registered nurse, physica therapist,
or occupational therapist.

Process. As necessty examine the dlinicad record, and consult with other members of the
interdisciplinary care team to obtain the data needed prior to completing thisitem.

Coding:  After Sgning your name print your name at AA14b to AAl4e. Indicate your credentiasin
the box at AA14f.

Section AB.
Assessment Attestation

1. Person Completing the Assessment

Intent and A licensed dlinician who is a physician, registered nurse, physica therapidt, or

Definition: occupationa therapist must sign and certify that--(1) The assessment is complete; and (2)
The data recorded for the assessment items are to the best of hisor her belief accurately
recorded and accurately depict the patient's clinicd status.

Process. Bxamine the MDS-PAC to determine if according to the instructions that the required data
for each item has been accurately recorded.

Coding: The physician, registered nurse, physica thergpi<t, or occupationd thergpist sgns higher
name on line ABla. The date that he or she signed the assessment as complete and
aocourateis entered in the boxes of AB1g and hisher name must be printed on the line that
datsa AB1b. Inthe box for item AB1f enter the code number that identifies the type of
licensad dinician Sgning item ABla

2. Signatures of staff completing part of the assessment.

Intent: Each individua who completes a portion of the assessment must sign and certify to the
accuracy of the items he or she has completed.

Coding: On lines AB2a-AB2f each person who has completed any MDS-PAC item signs their
name, writes their credentids, indicates what section(s) or item(s) he or she completed,
and writes the date of his or her sgnature.

Section A--Demographic/Admission Information History

I ntent: This section provides the key information to uniquely identify each patient as well as the
reason for assessment.
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1. Legd Name of Patient

Definition: Lega name in the clinica record. This must be the same as the patient's Medicare record
legd name.

Coding:  Useprinted letters. Enter in the following order:

a. Firdg Name

Middleinitid (leave blank if no middle name)

b.
c. Lagt/Family Name
d.

Suffix--meaning Jr., S, 111, etc.

2. Admisson Date

a. Date the stay began.

Intent and

For the current precipitating event/problem, this is the date when the patient first

Ddfinition: became a rehabilitation patient in your facility.

It is possible that a patient in a rehabilitative phase of care may be discharged from the
rehabilitation facility and then admitted to an acute care hospitd or unit. Admissons and
“badhdd’ policies vary in different settings. A rehabilitation facility may choose to follow
a fadility specific policy and "dosg" the medica record of a patient that has an overnight
stay in an acute care hospitd, or to keep the chart "open” during this period of time.
However, to bein compliance with Medicare regulations, if a patient has an overnight say
in an acute care hospital or unit, then for Medicare payment purposes the rehabilitation
facility mugt discharge the petient.

For thepurpose of the MDS-PAC, enter the date the person was first admitted to receive
rehabilitative care for the current precipitating event/problem. This admission date should
correspond with the admission date used by the billing office to initidly begin this stay.

Process: Review the clinica record. If it is unclear what date the stay for the current precipitating
event/problem began, clarify with the admissons’ business or medica record departments.

Coding:

Foraone digit month or day, place azero in the box. For example: July 1, 2000, should
be entered as follows:
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Month Day Year

b. Date Medicare-covered Part-A stay began.

Intentand  For the current precipitating event/problem, thisis the date of the current stay

Definition: when the patient first started receiving Medicare-covered Part-A sarvicesin your facility.
Complete this date only if this date is different than the date in item A2a "Date the day
began.”

It is possible that a patient in a rehabilitative phase of care may be discharged from the rehabilitation
facility and then admitted to an acute care hospita or unit. Admissons and “bed-hold” policiesvary in
different settings. A rehabilitation facility may choose to follow afacility specific policy and "closg’ the
medica record of a patient that has an overnight stay in an acute care hospital, or to keep the chart
"gpat’ during this period of time. However, to be in compliance with Medicare regulations, if a patient
has an overnight stay in an acute care hospital or unit, then for Medicare payment purposes the
rehabilitation facility must discharge the patient.

For the purpose of the MDSPAC, enter the date the patient first sarted to be furnished
Medicare-covered Pat-A sarvices in your rehabilitation facility for the current precipitating
evatjpddan This date should correspond with the date used by the billing office to initialy start billing
Medicare for this say.

Process. Review thedinicd record. If it isunclear what date the person first started being furnished
M edicare-covered Part A services for the current stay and for the current precipitating
event/problem, darify with the admissions/ business or medica record departments.

Coding: For a one digit month or day, place a zero in the firgt box. For example: July 1, 2000,
should be entered as follows:

Month Day Year

3. Reason for Assessment

Intent and To document the key reason for completing the MDS-PAC assessment.
Definition:
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Process. Cdadaethelagth of time the patient has been recelving Medicare-covered Part-A services
during the current stay. Then determine the type of assessment for which the data must be
collected and recorded on the MDS-PAC.

Coding:  Code for appropriate assessment.

1. Admission assessment (coversfirst 3 days) — Completed on day 4.

2.

3.

Reassessment — Completed on day 11.
Reassessment — Completed on day 31.
Reassessment — Completed on day 61.

Discharge assessment —After the assessment reference date for the discharge
MDS-PAC assessment is determined, the completion date for the discharge
MDS-PAC assessment must be set.  The completion date for the discharge
MDS-PAC asessment must be the fifth cdendar day following the discharge
MDS-PAC assessment reference date. To count the 5 cendar days following the
discharge MDS-PAC assessment reference date count the discharge MDS-PAC
asessment reference date as day 1 of the 5 cdendar days. For example, if the
MDS-PAC assessment reference date is May 1, 2000, then the MDS-PAC
completion date would be May 5, 2000.

The fallowing tables illustrate the relationship between the type of MDS-PAC assessment (the Day 4,
Day 11, Day 30, Day 60, and discharge assessment), and the observation time period, the assessment
reference date, and the MDS-PAC completion date. In addition, for each type of MDS-PAC
assessment the tables depict the associated encoding date and by when the data for that type o
assessment must be transmitted.
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TABLE 1--MDS-PAC ASSESSMENT SCHEDUL E AND ASSOCIATED DATES

MDS-PAC Hospitalization MDS-PAC MDS-PAC Hospitalization MDS-PAC MDS-PAC Must
Assessment Time Period Assessment Must Be Episode Must Be Be
Type and Observation Reference Completed Covered By Encoded Transmitted
Time Period Date By: This Assessment: By: By:
Day 4 First 3 Days Day 3 Day 4 Entire Hospitalization Day 10 Day 16
Time Period
Day 11 Days 8 to 10 Day 10 Day 11 Day 17 Day 23
Day 30 Days 28 to 30 Day 30 Day 31 Day 37 Day 43
Day 60 Days 58 to 60 Day 60 Day 61 Day 67 Day 73

Table 1 above represents the generic assessment schedule and other associated MDS-PAC dates. The
tam"day’ refersto the number of cendar days during the patient's current hospitaization that the patient
has been hospitaized as aMedicare Part A patient.
Table 2 beow is an example of how Table 1 would be applied using actud calendar dates. In Table 2 it
is assumed that the patient was admitted on April 3, 2001.

TABLE 2-- EXAMPLE APPLYI NG THE MDS- PAC ASSESSMENT SCHEDULE AND
ASSCOCI ATED DATES

MDS-PAC Hospitalization MDS-PAC MDS- PAC MDS-PAC MDS-PAC Must
Assessment Time Period Assessment Must Be Must Be Be Transmitted
Type and Reference Date | Completed By: Encoded By: By:
Observation
Time Period
Day 4 First 3 Days 04/05/01 04/06/01 04/12/01 04/18/01
Day 11 Days 8 to 10 04/12/01 04/13/01 04/19/01 04/25/01
Day 30 Days 28 to 30 05/02/01 05/03/01 05/09/01 05/15/01
Day 60 Days 58 to 60 06/01/01 06/02/01 06/08/01 06/14/01
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TABLE 3-EXAMPLE APPLYING THE MDS-PAC DISCHARGE ASSESSMENT DATES

MDS-PAC Discharge MDS-PAC MDS- PAC MDS-PAC MDS-PAC Must
Assessment Date* Assessment Must Be Must Be Be Transmitted
Type Reference Date | Completed On: | Encoded By: By:
Discharge 5/01/00 5/01/00 5/05/00 5/11/00 5/17/00
Assessment

*This is ether when the firgt of the following occurs: (1) the day the patient is discharged from the IRF,
or (2) the day the patient ceases receiving Medicare-covered Part-A inpatient rehabilitation services.

4. Admisson Saus

Intent:

rehabilitation of this problem.

Process:

type of facility this patient has been admitted from.

Coding:

Place the number of the most appropriate code in the box.

0. Frg admisson to inpatient rehabilitation services

1. Readmission to rehabilitation but not directly from other rehabilitation

2. Readmission directly from other rehabilitation

5. Godsfor Stay

Intent:

common to have more than one god for the stay.

The purpose of thisitem is to determine if the patient has been previoudy admitted for

Tdk to the paient and family if necessary. Review the medica record to determine what

Todooumant the expected outcomes of the patient’ s post acute care stay. It is possible and

Definition: a. Medicd d&hilization — Patient’ s condition is unstable and requires frequent medica and
nursing monitoring (for example, vital Sgns, drug levels, laboratory evauation) and
interventions (for example, titrating drug dosages; transfusions) in an effort to achieve a
Steady state/program of care.

Rehebilitation/Functiona Improvement — Care is directed towards the attainment of
baseline (or prior to the precipitating event) leve of function in a sdected area or
areas, for example, activities of daly living, indrumentd activities of daily living,

cognitive gatus, communication status, or psychosocid functioning.

Recuperation — Care directed towards recovery from an illness by regaining headth
o dragth  Often includes patient or family caregiver teaching to prepare for different
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level of care (for example, medication management; energy conservation; ostormy
care).

Monitoring to avoid clinical complication — For a medicaly stable patient, care
directed a systematic monitoring of the patient’s condition through observation (that
is, clinica 9gns and symptoms) and measurement of physica parameters (that is, lab
vaues rearaory function tests) with the intent of preventing complications associated
with the patient’s dlinical condition.

Palliative care — A primary god of care is to provide comfort and qudity of life
through the prevention and control of symptoms near the end of life. Paliaive care
dtenindudes active trestment of associated conditionsin an effort to promote a sense
of well-being a the end of life (for example, antidepressant drugs/psychotherapy for
depression; physicad therapy as an adjunct to pain management and prevention of
pressure ulcers, nutritiona counseling).

Code each possible god with one of the following responses, as appropriate:
0. No
1. Yes

6. Admitted From (At admission date A2)

Intent: Tofadlitate care planning by documenting the place from which the patient was admitted to
the facility on the date recorded in item A2.

Definition: 1.

Private home — Any house or condominium in the community whether owned by the
patient or another person. Also included in this category are retirement communities,
and independent housing for the elderly or disabled.

Private gpartment — Any gpartment in the community whether owned by the patient
or another person.

Rented room — A rented room in a private house, boarding house, or hotdl.

Board and care/group home — A non-ingtitutional community residentia setting that
insyatesa shared living environment with varying degrees of supportive services of the
following types. supervison, home hedth, homemaker, persona care, med service,
trangportation, etc.

Assisted living — A housing option for older adults who need some assistance with
activities of daily living (ADLS) but do not require 24-hour nursing care.
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Homeless shdter — A community-based shelter for individuals who do not have a
place to reside.

Trangtiod living— A community based supervised setting where individuds are taught
skills so that they can live independently in the community.

Long term care facility (nursng home) — A licensed hedlth facility that provides 24-
hour skilled or intermediate nursing care.

Post acute care SNF — Facility (or designated beds within a SNF) dedicated to the
caed paiets with intense rehabilitative or clinically complex needs. Mogt patients are
admitted to the post acute care facility from an acute hospital, or rehabilitation hospital.
These patients will have a short, intense stay in the post acute care SNF.

Acute care hospitd (not rehabilitation unit) — A facility licensed as an acute care
hospital which focuses primarily on the diagnosis and trestment of acute medica (and
in some cases psychiatric) disorders.

Rehabilitation unit (in acute care hospita) — A unit within an acute care hospitd that
foouseson the acute rehabilitation of individuals who have been functiondly affected by
disease or injury.

Rehatilitation hospitd — A facility licensed as arehabilitation hospitd that focuses on
thephysica rehabilitation of individuals who have been functiondly affected by disease
or injury.

Logtemcaelospitd — A facility licensed as along-term care hospitd. Included are
hospitals that focus on the management of clinicaly complex patients, chronic medica
needs, chronic disease, etc. (includes chronic disease hospitals, and long term acute
care hospitals).

Psychiaric hospitd/unit — A facility licensed as a psychiatric hospitd or unit which
focuses on the diagnosis and treatment of psychiatric disorders.

MR/DD fadlity (exclude group home) — A facility which specidizes in the management
and rehabilitation of individuas with mentd retardation or developmenta disorders.
Examples include mentd retardation or devdlopmentd disabilities facility (including
MR/DD inditutions) and intermediate care facilities for the mentaly retarded
(ICF/IMRs).
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16. Other hospital — Any other hospital not categorized above (may include in-patient
hospice programs).

17. Outpatient surgery center — A stand-alone or hospital-affiliated outpatient surgery
canter desgnated to provide perioperative care (no inpatient beds). Includes same-day
urgery units.

18. Other — Any other setting not categorized above.
Process.  Review the medical record. If unavailablein medica record, ask patient or family.
Coding:  Choose only one answer and enter the appropriate code in the box provided.
7. Precipitating Event Prior to Admisson

a. Timed onsgt of the precipitating event or problem that directly preceded admission into this facility
(time from admisson date — item A2).

Intent: Thisitanseeks to provide the care team with some perspective on the event that caused the
admisson.

Process. Review medicd record for history of the event or problem using admission date to the facility
(item A2) as areference point. If necessary, clarify with patient or family.

Coding:  Enter the number that best represents the time period in which the precipitating event
occured. Thisinformation is obtained only on admission, but must be coded and submitted
totheHCFA MDSPAC system for each subsequent (for example, the Day 11) assessment.

Within last week
Within last 8-14 days
15-30 days ago

31-60 days ago

More than 60 days ago

AwWDdEO

b. Date of admisson of most recent acute care hospitaization (within last 90 days)

Intent: Thisitem (in addition to the next) gives perspective on the amount of time the patient pent
in the hospitd. If there was NO hospitdization in the last 90 days, leave this section blank
and move on to item A8.



HCFA-1069-P db October 11, 2000 BBB 27

Process:

Code;

Review the medicd record. Hospitd discharge summaries are the most efficient meansto
gather thisinformation, if available. If unavailable, consult with patient or family.

Enter tre date of admission to the hospital in space provided. For a one-digit month or day,
place a zero in thefirst box. For example: February 3, 1999, should be entered as.

0| 2 0|3 1191919

Month Day Year

c. Reason for most recent acute care hospitaization (within last 90 days)

Definition: Hogaitdization — The patient was formaly admitted to an acute care hospital by a physician

Process:

Coding:

as an inpatient with an overnight stay. This category does not include day surgery a
outpatient services.

New problem — A condition that is distinctly different or unrelaied to any previoudy
identified disease or condition of the patient.

Exacerbation — Recurrence or aggravation of symptoms or increase in the severity of a
previoudy identified disease or condition.

Review medica record. If necessary, clarify with patient or family.

Usng the following codes, enter the number that best represents the reason the patient was
most recently hospitalized.

Not Hospitdized at any timein last 90 days
New problem

Exacerbation

Both (New Problem and Exacerbation)

whEF o

8. Primary and Secondary Payment Sources for Stay (Per diem)

Intent:

To document the payment source(s) that covers the daily per diem servicesfor this post
acute stay.

Definition: Per diem — Room, board, nursing services and other services included in the routine daily

charge.
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Process:

Coding:

Consult with the business or hilling office to review current payment sources. Do not rely
exdusvely on information recorded in the patient’'s medical record (usudly the face sheet at
the front of the chart) as the patient’s clinica condition may trigger different sources of
paymat during the stay. 1t'simportant to capture al methods of payment; usudly business
offices track such information.

Using the following ligt, enter the code which best indicates the primary and secondary
payment sources in the gppropriate boxes. In Column A, code for the primary payment
source for the stay. In Column B, code for the secondary payment source for the stay.
NOTE: The code for Column B can't be the same as the code in Column A.

None — no insurance coverage, no private pay

Medicare

Medicad

CHAMPUS

Department of Veterans Affairs

Managed Care/HMO — Medicare

Managed Care/HMO — non- Medicare

Private insurance

Private pay - sdif or family pays, includes private pay by patient or family
. Worker’s Compensation

0. Other payment — examplesinclude Commission for the Blind, Alzheimer's Association

RoOoo~NoOr~wWNE O

9. Maitd Status

Process:

Coding:

AsK patient or family member.

Choose the code that best describes the patient’ s current marital status. If the patient isin
a“CammonLaw” marriage, enter code “2”, Married. Common Law marriage — a couple
who have been co-habitating and who consider themsdlves as being married, even though
not legaly married.

Never married
Married
Widowed
Separated
Divorced

agrowDdNE

10. Educetion (Highest Level Completed)

Intent:

To record the highest level of education the patient atained. Knowing thisinformation is
useful for assessment (for example., interpreting cognitive patterns or language skills), care
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planning (for example., deciding how to focus a planned recovery program), and planning
for patient education in self-care ills.

Ddfinition:  The highest level of education attained.

1

2.

No schooling: Petient/family date that patient received no forma schooling at all.
8th grade or less: Patient attended school through 8th grade level or less.
Oth - 11th grade: Patient completed school at Sth, 10th, or 11th grade.

High School: Patient obtained high school diploma— completed school through the
twefth grade or GED.

Technicd or Trade School: Include schooling in which the patient received a nornt
degree cetificate in any technicad occupation or trade (for example., carpentry,
plumbing, acupuncture, baking, secretarid, practica/vocationd nursing, computer
programming, €tc.).

Some College: Indudes completion of some college courses a ajunior (community)
college, associate's degree, or incomplete bachelor’ s degree.

Bachelor's degree: Includes any undergraduate bachelor's level college degree.
Graduate Degree: Master's degree or higher (M.S., Ph.D., M.D., JD., €tc.).

Note: If assessor has been unsuccessful in determining educationa information, the
as3es30r may use a"dash" symboal to indicate information not available.

Process. Ask the patient or family. If a part of your facility’s sandard intake record, review the
patient's record.

Coding:  Code for the best response. For MR/DD patients who have received specid education
sarvices, code 2" (8th grade/less).

11. Languege

Definition: (a.) Primary language — The language the patient primarily spesks or understands.  If

peient is unable to speak a the present time, code for language familiar to patient prior
to the precipitating event.
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Process:

Coding:

Determine patient’s primary language by asking the patient or family. If a part of your
facility’ s standard intake record, review the patient’ s record.

Given the choices provided, indicate what the patient identifies as their primary language.
0. English

1. Spanish

2. French

3. Other, specify in Allb

(b.) If the patient’s primary language is other than English, Spanish, or French, enter 3 for
Other initem Alla, and print the primary language in item A11b beginning in the left-
maost box.

12. Dominant Hand

Intent:

Definition:

Process:

Coding:

To document which hand the patient considers to be the “dominant” hand. Knowing the
petient’ s “handedness’ can facilitate rehabilitation and assist in the detection of neurologica
and functiond diagnoses.

The dominant hand describes what is usudly referred to as “handedness’ and reflects the
area of the brain that is most dominant.

AsK patient, family, or thergpy Staff.

Indicate which hand the individua has considered to be dominant since childhood. If an
individual feels that both hands are equa (ambidextrous), enter code “3’, unable D
determine. Also use code “3” if you are unable to obtain this information from the patient,
family or medical record.

If Right handed, code“1".
If Left handed, code“2".
If Unable to determine, code “3".

13. Menta Hedth History

Intent:

Definition:

To document a primary or secondary diagnosis of psychiatric illness or developmenta
discbility.

Patient has one of the following:
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Process:

Coding:

» A schizophrenic, mood, paranoid, panic or other severe anxiety disorder; somatoform
disorder, persondity disorder; other psychotic disorder; or another mental disorder that
may lead to chronic disability; but

 Not aprimary diagnosis of dementia, including Alzheimer's disease or ardated disorder,
or anon-primary diagnoss of dementia unless the primary diagnosis is a mgor menta
disorder;

AND

 Thedsorde relits in functiond limitationsin mgor life activities that would be gppropriate
within the past 3 to 6 months for the individua's developmentd stage;

AND

* The trestment higtory indicates that the individual has experienced ether: (a) psychiatric
treatment more intensive than outpatient care more than once in the past 2 years (for
example, partid hospitdization or inpatient hospitaization); or (b) within the last 2 years
due to the mentd disorder, experienced an episode of significant disruption to the normal
IMng Situation, for which forma supportive services were required to maintain functioning
at home, or in aresdentia treatment environment, or which resulted in intervention by
housing or law enforcement officids.

Review thepetient's record only. For a“Yes’ response to be entered, there must be written
documentetion (that is, verba reports from the patient or patient's family are not sufficient).

Enter “0” for Noor “1” for Yes.

0. No
1. Yes

14. Conditions Related to MR/DD Status (Mentd Retardation/
Deveopmentd Disabilities)

Intent:

Process:

To document presence of menta retardation or developmenta disabilities with and without
organic conditions.

Review the patient's record only. Condition must be documented in the clinica record.
Exandes of organic conditions related to MR/DD are rubella, prenata infection, congenita
syphilis, materna intoxication, mechanicd injury at birth, prenatal hypoxia, neurond lipid
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dorage diseases, phenylketonuria  (PKU), neurofibromatoss,  microcephaus,
meacroencephaly, meningomyelocele, congenital hydrocephaus, etc.

Coding:  If ogaric condition is present, check if condition is related to MR/DD gtatus present before
age 22. When age of onset isnot specified, assume that the condition meets this criterion
AND islikely to continue indefinitely.

1
2.
3.

Not applicable— No MR/DD
MR/DD with no organic condition
MR/DD with organic condition

15 Responsibility/Legal Guardian

I ntent: Torecordwho has responsibility for participating in decisions about the patient's hedlth care,
treatment, finandid affairs, and legd affairs. Depending on the patient's condition, multiple
options may apply. For example, a patient with moderate dementia may be competent to
make decisions in certain aress, dthough in other areas a family member will assume
deagon making responsibility. Or a patient may have executed alimited power of attorney
to someone respongble only for legd affairs.

Definition: a

Lega guardian — Someone who has been appointed after a court hearing and s
authorized to make decisons for the patient, including giving and withholding consent
for medical trestment. Once appointed, the decision-making authority of the guardian
may be revoked only by another court hearing.

Other legd oversight — Use this category for any other program in your State whereby
someone other than the patient participates in or makes decisions about the patient's
health care and treatment.

Durable power of attorney/hedlth care — Documentation that someone other than the
patient is legally responsible for hedth care decisonsif the patient becomes unable to
make decisons. This document may aso provide guidelines for the agent or proxy
decison-maker, and may include ingtructions concerning the patient's wishes for care.
Unlike a guardianship, durable power of attorney/hedth care proxy terms can ke
revoked by the patient a any time.

Paient repponsible for self — Petient retains respongbility for decisions. In the absence
o guardianship or legd documents indicating that decision-making has been delegated
to others, dways assume that the patient is the responsible party.

NONE OF THE ABOVE.
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Process:

Coding:

Legd ovasght such as guardianship, durable power of atorney, and living wills are generdly
governed by dtate law. The descriptions provided here are for generd information only.
Refertothelaw in your State and to the facility's lega counsdl, as appropriate, for additiona
claification.
Consult the patient and the patient'sfamily. Review records. Where the legal oversight
or guardianship is court ordered, a copy of the lega document must be included inthe
patient's record in order for the item to be checked on the MDS-PAC form.

Check dl that apply.

16. Advance Directives

Intent:

Definition:

To document the existence of any legd directives to guide the hedth care team in making
trestment decisons, whether made by the patient him/hersdf or a legd proxy. This
documentation must be in the medica record to be considered current and binding. The
absencedof pre-exigting directives for the patient provides an opportunity for adiscusson by
thedinca teemwith the patient and family regarding the patient’ swishes. Any discrepancies
between the patient’s current stated wishes and what is said in lega documents in the
patient’s file should be resolved immediaely.

a.  Liurgwil — A document specifying the patient's preferences regarding measures used
to prolong life when there isatermina prognosis.

b. Do not resuscitate — In the event of respiratory or cardiac failure, the patient, family
o legd guardan has directed that no cardiopulmonary resuscitation (CPR) or other life-
saingmahods will be used to attempt to restore the patient's respiratory or circulatory
function.

c. Do not hospitalize— A document specifying that the patient is not to be hospitdized
even after developing amedica condition thet usudly requires hospitalization.

d. Treament redrictions— The patient or responsible party (family or legd guardian)
does not wish the patient to receive certain medical trestments. Examples include, but
aenat imited to: blood transfusion, tracheotomy, respiratory intubation, and restraints.
Such redtrictions may not be gppropriate to treatments given for palliative reasons (for
example, reducing pain or distressing physica symptoms such as nausea or vomiting).
Inthese cases, the directive should be reviewed with the responsible party. Treatment
restrictions could also include:
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* Feeding redrictions — The patient or responsible party (family or legd guardian)
does not wish the patient to be fed by atificid means (for example, tube,
intravenous nutrition) if unable to be nourished by ord means.

*  Mealdcionredrictions — The patient or responsible party (family or legal guardian)
does not wish the patient to receive life-sustaining medications (for example,,
antibiotics, chemotherapy).

e. NONE OF THE ABOVE.

Process:  You will need to familiarize yoursdf with the legal status of each type of directive in your

Coding:

State. In some dates only a hedth care proxy is formally recognized; other jurisdictions
dlowfor theformulation of living wills and the appointment of individuas with durable power
of atomey for hedlth care decisons. Facilities should develop a policy regarding documents
drawn in other states, respecting them asimportant expressions of the patient's wishes until
their legd datusis determined.

Review the patient's record for documentation of the patient's advance directives.
Documentation must be available in the record for adirective to be consdered current and
binding.

Some pdtients a the time of admisson may be unable to participate in decision-making.
Staff should make a reasonable attempt to determine whether the new patient has ever
created an advance directive (for example, ask family members, check with the primary
phydaan). Lacking any directive, treatment decisonswill likely be made in concert with the
patient's closest family members or, in their absence or in case of conflict, through legal
guardianship proceedings.

Thefdlomng comments provide further guidance on how to code these directives. Y ou will
aso need to consider Sate law, legd interpretations, and facility policy.

* The patient (or proxy) should dways be involved in the discusson to ensure informed
osagarHmeking. If the patient's preference is known and the attending physician is avare
o thepreference, but the preference is not recorded in the record, check the MDS-PAC
item only after the preference has been documented.

* If the patient's preference is in areas that require supporting orders by the attending
physician (for example, do not resuscitate, do not hospitdize, feeding redtrictions, other
tresment redrictions), check the MDS-PAC item only if the document has been recorded
or after the physician provides the necessary order. Where a physician's current order is
recorded but patient's or proxy's preference is not indicated, discuss with the patient's
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physician and check the MDS-PAC item only after documentation confirming that the
patient's or proxy's wishes have been entered into the record.

If your fadlity hes a standard protocol for withholding particular trestments from al patients
(for example, no facility staff member may resuscitate or perform CPR on any patient;
fadility does not use feeding tubes), check the MDS-PAC item only if the advanced
directive is the individua preference of the patient (or legd proxy), regardiess of the
facility's policy or protocol.

heck al that apply. If none of the directives are verified by documentation in the medica

records, check NONE OF ABOVE.

Intent:

Section B.
Cognitive Patterns

To asess the patient’ s ability to think coherently, remember and organize thoughts into
actions, including daily sdf-care activities. These items focus on the patient’ s functiona
performance, including demongtration of ability to remember recent and past events, to
perform key decison making skills. This information can sgnificantly contribute to the
development of a post acute plan of care, including the discharge plan.

Quedtions about cognitive function and memory can be threatening or sengitive for some
petients Some may react defensively or get agitated and emotiona if unable to remember
or answver the questions. These are not uncommon reactions to “ performance anxiety” and
fedings of being exposed, embarrassed, or frugtrated if the patient is aware that he or she
cannot respond cogently. It is important to recognize these fedings and to be &
supportive as possible.

It is important to establish an environment that enables the patient to function at their
gaimd led. Thefirgt few days of admission to a post acute setting can be overwhelming.
Beareto interview the patient in aprivate, quiet area (for example, limit distractions and
interruptions as much as possible), and not in the presence of other patients or family,
unless the patient would prefer that they stay. Using a non-judgmental approach
questioning will help create a needed sense of trust between the assessor and the patient.
Clarify and vdidate your findings with the petient’s family or other clinicians as needed.
This input is especidly important for those patients with limited communication skills or
language barriers.

Engage the patient in generd conversation to help establish rapport.
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 Activey listen and observe for cluesto help you Structure your assessment. Remember
that repetitiveness, inatention, rambling speech, defensveness, or agitation may e
ddlenging to ded with during an interview, but they provide important information about
cognitive function.

* Be open, supportive, and reassuring during your conversation with the patient (for
example, “Do you sometimes have trouble remembering things? Tell me what happens.
Wewill try to help you”).

If the patient becomes redly agitated, sympatheticaly respond to his or her fedings o
agtation and STOP discussing cognitive function. The information-gathering process does
nat reed to be completed in one sitting during the three-day observation/assessment period
but may be ongoing during the entire assessment period. Say to the agitated patient, for
exarple, “Let's talk about something else now,” or “We don't need to talk about that now.
We can do it later”. Observe the patient's cognitive performance over the next few hours
and daysand come back to ask more questions when he or sheis fedling more comfortable.

1. Comatose

Intent: Torecordwhether the patient’s clinica record includes a documented neurological diagnoss
of coma or persstent vegetative state.

Process. Review medica record for documentation.
Coding:  Enter the gppropriate number in the box.

If the patient has been diagnosed as comatose or in a persistent vegetative state, code “1”
(Yes) and Skip to Section E. If the patient is not comatose, or is semi-comatose, code “0”
(No) and proceed to the next item (B2).

2. Memory/Recdll Ability

I ntent: To determine a patient’s ability to remember recent and past events (that is, short-term,
long-term, Situationa and procedura memory).

Process: a.  Short-term memory OK: Ask the patient to describe a recent event that both of you
have had the opportunity to remember (you should be able to vaidate that patient’s
memory with your knowledge of such events). Examples include what the patient had
for breskfast, when the last pain medication dosage was received, (you can vaidate the
patient’ s recollection with information from the medica record). For persons with
vatd communication deficits, non-verba responses are acceptable (for example, when
asked how many children visited today, they can correctly tap out aresponse of the
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appropriate number). If there is no pogtive indication of memory ability, code “17,
Memory problem.

b. Longtem memory OK: Engage in conversation about past events that are meaningful
tothepatiat (for example, family, hospitdization, work experience). Ask questions for
which you can vdidate the answers (from your review of the medica record, genera
knowledge, the patient’s family). For patients with limited communication skills, ask
family members about their perception of the patient's memory. If the patient
demongtrates difficulty remembering key events of long ago, code “1”, Memory
problem.

c. Situationd memory OK: Thisitem refersto two abilities that can be demonstrated by
thepetient within the facility: 1) the patient’s ability to recognize the names and faces of
gaff whom they frequently encounter, AND 2) the patient’s ability to remember the
location of places regularly visted (for example, bedroom, med room/dining area,
adivity room, therapy room). IMPORTANT: For coding purposes, the patient must
demondrate positive abilitiesin BOTH types of Stuationsto be coded as“0”, Memory
OK. If she/lhe demongtrates difficulty in one or both areas code as “1”, Memory
problem.

» Recognize daff names and faces— The patient distinguishes staff caregivers from
family members, strangers, visitors, and other patients. It is not necessary that the
patient remembers dl daff members names, but to recognize them as daff
caregivers (that is, nurse, therapist) vs. others.

* Ramamba the location of places regularly visited — The patient is able to locate or
recognizekey aress of the facility that they frequent regularly. It is not necessary for
the patient to know higher room number but he/she should be able to find the way
to his room, recognize the purposes of particular rooms, etc.

d. Procedurd Memory OK: This MDS-PAC item refers to the ability to perform
squentid activities. Dressng is an example of such atask asit requires multiple steps
to complete the entire task. The patient must be able to perform or remember to
perform al or mogt al of the steps in order to be scored a“0" Memory OK. If the
patient demongtrates difficulty in two or more steps, code as“1” Memory Problem.

Coding:  For each type of memory:
Code “0" in the box provided, if memory OK.
Code“1” in the box provided, if memory problem is demonstrated.

3. Cognitive Skillsfor Daily Decison Making
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Intent:

Torecord the patient’ s ability and actua performance in making every day decisions about
tasks or activities of daily living. Thisitem isespecidly important for assessment and care
planning for 2 reasons. 1) the information can dert hedlth care providers to new changes
(dedine or improvement) in the patient’s cognitive function, and 2) the information can aert
daff to a discrepancy between a patient’s capacity for decison-making and their current
level of performance, which may indicate that caregivers or family may be inadvertently
fogtering the patient’s dependence. It may have an impact on the course of trestment
outcomes and discharge plan.

For persons who have been acutdly ill, it isimportant to determine the patient’s “basdine”’
aogitive skills from some point prior to the current admission (Note:  this instrument usesa
time period prior to the assessment reference date [item AA4]), aswell as hisher current
ills(Nae the last 3 days, and the time immediately prior to precipitating event), so that the
dinidan can make a comparison for diagnostic and care planning purposes. Even dight
deviations (decline) from basdine may be secondary to avariety of causesincluding: 1) the
outcomed a recent acute event (for example, a primary neurological event such asa CVA,;
post anesthesa), 2) an evolving acute illness or exacerbation of disease (for example,
infection; congestive heart failure; dehydration; drug effects or interactions, depression), or
3) a progresson of achronic neurologica condition (for example, Alzhemer’s disease;
Huntington's diseese). Detecting change is the first step in determining whether the change
isdueto a remediable condition or chronic decline. Likewise, follow-up measurements can
provideanindication of success of trestment programs, prognoss for independent living, etc.

a) Making decisons regarding tasks of dally life

Process. This assessment should be conducted through conversation with direct care staff, areview

of the clinicd record (chart), in addition to personaly observing and interacting with the
patient [Note — this persond interaction can occur in the course of regular ongoing care
adivities; or it can be a part of a planned MDS-PAC interview/observation where a series
of isues are reviewed — cognition, mood, ADLS, activities]. Y our inquiry should focus on
whether the patient is actively making choices, plans, and decisions, and not whether staff
believe the patient might be capable of doing so. Remember, the intent of thisitem isto
record what the patient is doing (performance). Where a hedlth care provider or family
member takes decision-making responshilities away from the patient regarding tasks of
everyday living or the patient does not participate in decison-making (which may happen
when petients take on the “sck” role), consder the patient to have impaired performance in
deddonmaking. In this case document how they function now rather than your supposition
o thar capacity to function. Consult with family and health care providers where necessary
to clarify patient decison making.
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Coding:  Enter the number that most accurately characterizes the patient’s cognitive performance in
meaking decisons regarding the tasks of daily life over the last three days.

0. Independent — The patient’s decisons in planning and executing daily routines and
meking decisions were consistent, reasonable, safe, and organized reflecting lifestyle,
culture, values.

1. Maodified Independence — The patient was organized in daily routines and made ssfe
daddans in familiar Situations, but experienced some difficulty in decison-making when
faced with new tasks or Situations.

2. Minmély Impared — For the most part, the patient was organized in daily routines and
mede safe decisions, but in specific Stuations the patient demonstrated poor decision-
making skills requiring directions or cues or supervison at those times.

3. Moderately Impared — The patient demonstrated poor decison making skills that
coud place hisgher safety at risk. The patient needs reminders, cues and supervisonin
planning, organizing, correcting, and carrying out daily routines. Cues and supervison
arerequired a dl times.

4. Svady Impared — The patient’ s decision making was severdly impaired: the patient
never (or rarely) makes decisons.

b) 1snow more impaired in decison making than prior to precipitating event (item A7a).

I ntent: To record whether the patient is now more impaired than she’lhe was at a pecified period
in time prior to the precipitating event (that is, the current score to item B3aiis higher that it
would have been prior to the precipitating event).

Process.  Through patient interview, family reports, or review of earlier clinica record, compare the
patient’s current skills in dally decison making with their skills immediatdy prior to the
precipitating event [Item A74].

Coding:  Enter the number corresponding to the most appropriate response.

0. Noorunsure
1. Yes moreimpaired today

4. Indicators of Délirium — Periodic Disordered Thinking/Awareness



HCFA-1069-P db October 11, 2000 BBB 40

Intent:

Definition:

Process:

To assess and record behaviorad signs that may indicate that delirium is present. The
characterigtics of ddirium are usuadly manifeted behavioraly, and therefore can be
obsarved. For example, disordered thinking, atypica characterigtic of delirium, may befirst
observed as rambling, irrdevant, or incoherent speech. Other typica behaviors are
described in the definitions below.

Many acute conditions (for example, infections, congestive heart failure) and treatment (for
example, polypharmacy; anesthesa anticholinergic drugs) can have a deleterious effect on
cognitive performance and the development of ddirium, particularly in persons with the
following risk factors: over age 80 years, prior history of cognitive impairment, recent hip
fradures, complex medical conditions and drug regimens, recent hospitalization, and history
or 9gns/symptoms of depresson. The incidence rate of ddlirium among acute care hospital
patients is as high as 41% and often occurs by day 2 through 6 of the hospitdization
Approximately 48 - 96% of patients continue to have some behavioral and cognitive
s/mmptoms by discharge. With the shortening of hospitd stays, and the shift towards earlier
discharge to post acute environments it is crucid for clinicians to identify and monitor for
behaviord manifestations of ddlirium for two reasons: 1) to identify new or worsening Sgns
that herald the onset of atreatable acute condition, and 2) to document the progression of
changes over time for discharge planning.

a. Easily digracted — (for example, has difficulty paying attention, does not complete
tasks or conversations without getting sidetracked)

b. Paiodsdf dtered perception or awareness of surroundings — (for example, moveslips
ar taks to someone not present; believes he/she is somewhere e se; confuses night and

day)

c. Episodes of disorganized speech — (for example, speech isincoherent, nonsensicdl,
irrdlevant, rambling from subject to subject; loses train of thought)

d. Peiodsof restlessness— (for example, fidgeting or picking at skin, clothing, napkins,
efc.; frequently changing positions, repetitive physical movements or caling out)

e. Paiodsof lethargy — (for example, duggishness, staring into space; difficult to arouse;
little body movement)

f. Mad fudionvaries over the course of the day — (for example., aertness and behaviors
vay duingtre course of the day, sometimes better, sometimes worse; sometimes present,
sometimes not)

Observe patient and interview staff.
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Coding:

Intent:

Code for the patient’s behavior in the last seven days regardless of what you beievethe
caueto be — focus on when the manifested behavior first occurred. Accurate assessment
repuiresconversations with staff and family who have direct knowledge of patient’ s behavior
over thistime.

0. Behavior not present

1. Behavior present, not of recent onset

2. Bdwaior present over last 7 days appears different from the patient’s usua functioning
(for example, new onset or worsening)

Section C.
Communication/Vigon Patterns

Todoocumat thepetient’ s sensory function (for example, ability to hear and see with assigtive
devices, if used, and/or environmenta adjustments, if necessary) and ability to understand
and communicate with others.

Communication — There are many possble causes for communication problems
expaienced by dderly and post acute patients. Some can be attributed to the aging process;
others are associated with progressive physica and neurologica disorders. Usudly the
communication problem is caused by more than one factor. For example, a patient might
have gphasa as wdl as long standing hearing loss; or he might have dementia with word
finding difficulties and ahearing loss. The patient's physica, emotiond, and socid Stuation
mey dso aomplicate communication problems. Additiondly, anoisy or isolating environment
can inhibit opportunities for effective communication.

Deficits in ability to make one's self understood (expressive communication deficits) can
include reduced voice volume and difficulty in producing sounds, or difficulty in finding the
right word, making sentences, writing, and gesturing. Deficits in one's ahility to understand
(receptive communication deficits) can involve declines in hearing, comprehension (spoken
or written), or recognition of facid expressons.

Vison— Visud limitations or difficulties may be related to the aging process aswell asto
diseases common in aged and chronicaly ill persons (for example, cataracts, glaucoma,
mecular degeneration, diabetic retinopathy, neurologic diseases). It isimportant to identify
visual impairment. Some conditions may be treatable and reversible; others, though not
reversble, may be managed by interventions aimed at maintaining or improving the patient's
resdLd vigd abilities. In the post acute setting, identifying and addressing visud impairment
is an important part of preparing the patient for tasks related to self-care upon potential
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1. Hearing

Intent:

Process:

Coding:

discharge to a more independent care setting (for example, reading medication and food
labdls, safely negotiating aliving environment; using the sove).

Toevduetethe patient’ s ability to hear (with hearing gppliance, if used, and/or environmentd
adustments, if necessary) during the last 3-day period. Identifying impairments early in the
post acute stay can facilitate the development of necessary adaptions for discharge. Often
the environment can have an impact on the patient’ s ability to hear and must be considered
in the assessment.

If the patient has an adaptive hearing device/ad/appliance, evauate hearing ability with the
warking device in place. Interview the patient (ask about hearing function) and observe for
heaingfunction during your verbd interactions. Use avariety of observations to make your
assessment (for example, one-on-one vs. group Stuations). Always be mindful of
environmenta factors that may influence your assessment (for example, cal bells, vacuum
desnas sudioning equipment; roommate' s conversations; outside noises, etc.). If necessary
todaify exact hearing level, consult with the patient’ s family, primary caregivers, or speech
or hearing specidids.

Bedert to what you have to do to communicate with the patient. For example, if you have
to goeek more clearly, use alouder tone, speak more dowly, or use more gestures, or if the
petient nesdsto see your face to know what you are saying, or if you have to take the patient
toamore quiet areato conduct the interview — dl of these are cues that there is a hearing
problem, and should be indicated in coding this section.

Enter the number that corresponds to the most correct response.

0. Hears adequatdy — The patient hears dl norma conversational speech, social
interaction, including when using the phone, and waiching TV.

1. Minmd difficulty — The patient hears speech a conversationa levels but has difficulty
hearing when the environment is not quiet or when he/she is in group Stuations.
Background noise affects hearing.

2. Heasingecid Stuations only — The patient is hearing deficient but compensates and
hears better when the speaker increases volume, adjusts his voice tone, and/or speaks
digtinctly; or the patient can hear only when the spesker’ sfaceis clearly visible.

3. Highly impaired/absence of ussful hearing — The patient hears only some sounds and
frequently fails to respond even when speaker adjusts tone and volume, speaks dowly
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andddinctly, or is positioned face-to-face with the patient. There is no comprehension
of conversationa speech, even when the speaker makes maximum adjustments.

2. Modes of Communication

Intent:

Definition:

Process:

Coding:

To record the types of communication techniques (for example, dternative verbad or non-
verba techniques) used by the patient to make his or her needs or wishes known.

a.  Heaingad — An apparatus used by those with impaired hearing for amplifying sound.

b. Lip reading — Understanding spoken word by means of visudization of the
speaker’s mouth and lips.

c. Sgnsgestures/sounds — This category includes non-verba expressions used by the
patient to communicate with others.

» Actions may include pointing to words, objects, people; facia expressons; usng
physical gestures such as nodding head twice for “yes’ and once for “no” a
Sueezing ancther's hand in the same manner.

» Sounds may include grunting, banging, ringing a bell, etc.

d. Writing messages to express or clarify needs — Patient writes notes to communicate
with others.
e. NONE OF THE ABOVE

Interact with the patient and observe for any reliance on non-verba expresson (physica
gestures, such as pointing to objects), ether in one-on-one communication or in group
gtudions. Consult with the direct care gaff from al shifts  For patient with limited
comunication skills, have staff ask patient's family if there are additiond effective means of
communication.

Check the boxes for each method used by the patient to communicate his or her needs. If
the patient does not use any of the listed items, check NONE OF THE ABOVE.

3. Making Sdf Understood (Expression)

Intent:

To document the patient's ability to express or communicate requests, needs, opinions,
urgent problems, and socid conversation, whether in speech, writing, sign language, or a
comhretion of these. In order to monitor the patient’ s progress, the assessment reflects the
patient’s satus a 2 points in time: over the lagt 3 days, and immediately prior to the
precipitating event (A7a).
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a) Expressng information content - however able

Process.  Ingratwith the patient. Observe and listen to the patient's efforts to communicate with you
udng the assigtive devices'modes of expresson they would normdly use to communicate.
Consult with the primary caregivers (over al shifts), and speech-language pathologit, if
possible, who will be able to report on observations of patient’ sinteractions with othersin
different settings (for example, one-on-one, groups) and different circumstances (for
example, when cam, when agitated) and different times of day. If direct care Saff are
uncertain and you require further darification, consult with family members who frequently
vigt the patient (if such aperson is present).

Coding:  Entartherumber corresponding to the patient’ s ability to make self understood over the last
3 days.

0. Understood — The patient expresses ideas clearly, without difficulty.

1. Usdly Understood — The patient may have difficulty expressing idess (finding words
arfinishing thoughts) but is able to make him/hersdf understood if the listener is patient
and gives him/her time to express himsdlf. Little or no prompting required by the
listener.

2. Often Understood — The patient has difficulty finding the right words or finishing
thoughts, resulting in delayed or incomplete responses. The patient usualy requires
some prompting/cuing by the listener to complete or dlarify the message (make saif
understood).

3. Sometimes Understood — The patient has limited ability, but expresses smple,
concreterequedts regarding at least basic needs that would be generdly understood (for
example, food, drink, deep, toilet, pan).

4. Radya Never Understood — The patient is not able to communicate effectively. At
best, this communication is such thet it required staff to interpret the meaning of highly
individua, patient-specific sounds or body language (for example, indicated presence
of pain or need to use the toilet).

b) Isnowmareimpaired in making salf understood by others than was prior to precipitating event (item
AT7a).

Process. Through patient interview, family reports, or review of earlier clinica record compare
patient’s current ability to make self understood (last 3 days) with their ability prior to the
precipitating event [Item A7a)).
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Coding:  Enter the number corresponding to the most appropriate response.
0. No, or unsure
1. Yes moreimpaired today

4. Speech Clarity

Intent: To document the qudity/intdligibility of the patient's speech (not the content or
appropriateness).

Definition:  Speech — the expression of articulate words.

Process:.  Throughout thecourse of the assessment the patient will have many opportunitiesto talk with
you. Ligten to the clarity of speech. To assess speech quality over the last 3 days dso
confer with primary caregivers.

Coding:  Etearthe number corresponding to the response which best describes the clarity and qudity

of the patient’s speech in the last 3 days.

0. Clear gpeech — uttersdistinct, intelligible words.
1. Unclear speech — utters durred or mumbled words.
2. No speech — absence of spoken words.

5. Ability to Understand Others (Comprehension)

Intent:

To describe the patient's ability to comprehend information whether communicated to the
patient oraly, in writing, or in 9gn language or Braille. This item measures not only the
patient's ability to hear messages but aso to process and understand language. In order to
monitar the patient’ s progress, the assessment reflects the patient’ s tatus at 2 pointsin time:
thelast 3 days, and immediately prior to amore distant precipitating event (A7a).

a) Undergtanding verba information content (however able) with hearing appliance, if used.

Process:

Asssssthe patient using whatever assistive devicessmethods (for example, hearing aids) that
the patient would usudly use in communicating with others.  Interact with the petient.
Throughout the assessment process and a other times observe the patient and determine
hisher ability to comprehend your questions and statements. Try to observe the patient’s
interactions with others, in different Stuations and times of day. Consult with primary staff
caregivers (over dl shifts), and speech-language pathologist (if present) to clarify patient
udadanding at different times and in different settings. If direct care saff are uncertain and
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yaureguire further darification, consult with family member who frequently vidts the patient
(if such person is present).

Coding:  Erter the number corresponding to the patient’s ability to comprehend (understand others)
over the last 3 days.

0. Understands — The patient clearly comprehends the speaker's message(s) ad
demondtrates this understanding through words or actiongbehaviors.

1. Usudly Understands — The patient may miss some part or intent of the message but
comprehends mog of it. The patient may have periodic difficulties integrating
information but generaly demonstrates comprehension, by responding in words a
actions. Little or no prompting required.

2. OftenUndastands — The patient may miss some part or intent of the message. When
the messenger(s) (daff or family) rephrase or smplify the message(s) or use gestures,
and specificdly inquires as to the patient's underdanding of wha is being
communicaed, the patient's comprehension is enhanced. This type of prompting occurs
often.

3. Sometimes Understands — The patient demongtrates frequent difficulties integrating
information and responds adequately only to smple and direct questions or
directions/cues (for example, one-step commands such as “ close your eyes’)

4. Rardy/Never Undersands — The patient demondrates very limited ability to
understand communication. Based on the patient’s verbal and nonverba responses,
daff have difficulty determining whether the patient comprehends messages, or the
patient can hear sounds but does not understand messages.

b) 1snow moreimpaired in understanding others than was prior to precipitating event (Item A7a).

Process. Through patient interview, family reports, or review of earlier clinica record compare
petient’ scurrent ability to understand others (last 3 days) with their ability immediately prior
to the precipitating event [Item A7q)].

Coding:  Enter the number corresponding to the most appropriate response.

0. Noorunsure
1. Yes moreimpaired today

6. Vidon
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Intent:

Process:

To evauate the patient’ s ability to see close objectsin adequate lighting, using the patient’s
adomay visud appliances for close vison (for example, glasses, contact lenses, magnifying
das). Adequate lighting is defined as the amount of light thet is sufficient or comfortable for
aperson with normd vison.

» Ask the patient about his or her visud abilities for close vison (for example, to see
newsprint, menus, greeting cards), use of glasses, contact lenses, etc.

* To validate the patient’s reported vision, ask the patient to look at regular-size print in a
book or newspaper usng whatever visuad appliance he or she customarily uses for close
vison (for example, glasses, magnifying glass). Then ask the patient to read afew words
aoud, garting with larger headlines and ending with the finest, smallest print.

 Besmtive to the fact that some patients are not literate or are unable to read English. In
such cases ask the patient to reed doud individud letters of different size print or numbers,
such as dates or page numbers, or to name itemsin smdl pictures.

* If thepatient is unable to communicate or follow your directions for testing vison, observe
thepetientseyemovements to see if his or her eyes seem to follow movement and objects.
Though these are gross measurements of visua acuity, they may asSst you in assessng
whether the patient has any visud dbility.

a) Ability to seein adequate light and with glasses, if used.

Coding:

Enter the code that best describes the patient’ s visud ability given adequate light and use of
his’her cusomary visud ads.

0. Adequate — The patient seesfine detall, including regular print in newspapers/books.
1. Impaired — The patient sees large print, but not regular print in newspapers/books.

2. Moderately Impaired — The peatient has limited vison, is not able to see newspaper
headlines, but can identify objectsin his or her environment.

3. Highly Impaired — The patient's ability to identify objectsin his or her environment is
inqLestion, but eye movements appear to follow objects (for example, people waking
by).

Note: Many patients with severe cognitive impairment are unable to participate in
vison screening because they are unable to follow directions or are unable to tell you
what they see. However, many such patients appear to “track” or follow moving
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objects in ther environment with their eyes. For patients who appear to do this, use
code “3’, Highly Impaired. Even though these are gross measures, with our current
limited technology, this is the best general assessment you can do under the
circumstances.

4. Severely Impaired — The patient has no vison; reports seeing only light or colors, but
eyes do not appear to follow objects (for example, people waking by).

b) Isnow moreimpaired in vison than was prior to precipitating event (Item A7a).

0. Noor unsure
1. Yes, moreimpaired today

SECTION D.
Mood and Behavior Patterns

Mood didress is a serious condition that is associated with significant morbidity and mortdity. It may be
precipitated by acute illness, loss of independence (whether temporary or permanent), anew diagnosis
(possbly termindl), pain, effects of medications, etc. Although changesin mood and behavior can happen
toanyore, persons at particular risk for disorders such as depression are those with prior history of mood
dsordars mild to moderate cognitive impairment, pain, and unstable hedlth conditions. Many dinicians and
patients perceive changesin mood and behavior to be normal, expected reactionsto crisis (for example,
deteriorating hedth). Although such reactions are common, it is crucid to identify the particular Ssgns of
distress, assess the frequency of their occurrence, and determine whether they are easily dtered. Then
clinicians can develop an appropriate treatment plan based on the impact of the mood or behaviora
indcatarsontie patient’ s quaity of life and well-being, ability to participate in the post acute treatment and
discharge plans, etc.

1. Indicators of Depression, Anxiety, Sad Mood

Intent: Toreoord thefreguency of indicators observed in the last 3 days, irrepective of the assumed
cause of theindicator (behavior).

Definition: Feelings of psychic distress may be expressed directly by the patient who is depressed,
awious or sad. However, direct statements such as “1I'm so depressed” are often rare; Signs
mud beaften “teased” out by clinicians through observation and interview. Digtress may be
more commonly expressed in the following ways:

VERBAL EXPRESSIONS OF DISTRESS
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a. Pdient made negative statements — for example, “Nothing matters; Would rather be
dead than live thisway; What'sthe use; Let medie”

b. Pasgent anger with salf or others— for example, easily annoyed, anger a presence
in post acute care, anger at care received.

c. Expressions of what appear to be unredidic fears — for example, fear of being
abandoned, |eft done, being with others, afraid of nighttime.

d. Repditiveanious complaints'concerns (non-heath related) — for example, persstently
seeks attention/reassurance regarding therapy or others schedules, medls, laundry,
clothing, rlationship issues, when family will vigt.

e. Repeitive hedth complaints — for example, persstently seeks medical attention,
obsessve concern with body functions, obsessive concern with vital signs.

Didressmay d0 be expressed non-verbaly and identified through observation of the patient
in the following areas during usud daily routines

SAD, APATHETIC ANXIOUS APPEARANCE
f. Sad, pained, worried facid expressons— for example, furrowed brows.
g Crying, teafulness

h. Repdiitive physca movements — for example, pacing, hand wringing, restlessness,
fidgeting, picking.

SLEEP CYCLE ISSUES — Didtress can aso be manifested in disturbed deep patterns.

i. Insomnialchange in usud deep patterns — for example, difficulty faling adeep, fewer or
more hours of deep than usua, waking up too early and unable to fal back to deep.

LOSS OF INTEREST — These items refer to a change in the patient’ s usud pattern of behavior.

j- Withdrawd from activities of interest — for example, no interest in long standing activities
or being with family/friends.

k. Reduced socid interaction — for example, less talkative, more isolated.
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Process. Initiate a conversation with the patient, being cognizant of earlier statements by (or
obsavations of) the patient. Some patients are more verba about their fedings than others
and will ether tell someone about their distress, or tell someone only when asked directly
howthey fed. For patients who verbalize their felings, ask how long these conditions have
been present. Other patients may be unable to articulate their fedings (that is, cannot find
the words to describe how they fed, or lack ingght or cognitive capacity). Observe the
patient carefully for any indicator, both at the time of the planned assessment and in ary
direct contacts you may have with the patient during the three days covered by this
asesment. Consult with direct-care staff over dl shifts, if possible, or other clinicians who
work with the patient, or family who have direct knowledge of the patient's typicd ad
aurentbehavior. Relevant information may aso be found in the dinica record, athough this
canvay.

Coding:  For each indicator apply one of the following codes based on interactions with ad
observations of the patient in the lat 3 days. Remember, code regardless of what you
believe the cause to be.

0. Indicator not exhibited in last 3 days
1. Exhibited on 1-2 of last 3 days
2. Exhibited on each of last 3 days

2. Mood Persistence

Intent: To identify if one or more indicators of depressed, sad or anxious mood [Item D1] were
eadly dtered by attempts to “ cheer up”, console, or reassure the patient over the last three

days.

Process.  The information on which to base this judgement is gathered as part of the conversations,
observation, and record reviews for D1 (the individua indicators of mood state). The key
factor here is the need to assess whether (when aggregated across the several mood
indicators) the patient cannot be easily consoled, reassured or cheered up.

Coding:  One or more indicators of depressed, sad or anxious mood were not easily atered by
attempts to cheer up, console, or reassure the patient over last 3 days.

0. No mood indicators or ways easly dtered
1. Patidly dtered or easlly dtered on only some occasions
2. All aspects of mood not easily dtered

3. Behaviord Symptoms
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Intent:

Definition:

Toidantify the frequency of behaviora symptoms over the last 3 days that cause distressto
the patient, or are distressing or disruptive to other patients or staff members. Such
behaviarsindude those thet are potentialy harmful to the patient, or disruptive in the environ-
ment, even if saff or other patients appear to understand or have adjusted to them (for
exarpe “Mrs R. doesn't mean anything by calling out. She does it because she's confused
right now.”)

Behaviora symptoms can be associated with an acute illness, a change in medication, or
amply a response to or change in the environment. Acknowledging and documenting
behaviora symptoms provides abasis for further evaluation, care planning, and delivery of
consistent, appropriate care.

Note: Documentation of the patient’s behaviord statusin the medica record may not be
aoourde vaid, or complete, and it is not intended to be the only source of information. (See
Process below). However, once the frequency and dterability of behaviord symptomsis
detlemined, SubsanLent documentation should more accurately reflect the patient’ s status and
response to interventions.

a.  Wandaing — Locomotion with no discernible, rational purpose. A wandering patient
may bedblivious to his or her physical or safety needs. Wandering behavior should be
differentiated from purposeful movement (for example, a hungry person moving about
theunt in search of food). Wandering may be manifested by waking or by whedlchair
use.

Donot include pacing back and forth as wandering behavior. If it occurs, it should be
documented in Item D1h, “Repetitive physical movements’.

b. Vebdly Abusive Behaviord Symptoms — Other patients or staff were threatened,
screamed at, or cursed at.

c. Physcdly Abusive Behaviord Symptoms — Other patients or staff were hit, shoved,
scratched, or sexudly abused.

d. Soadly Ingppropriate/Disruptive Behaviord Symptoms — Includes disruptive sounds,
excessive noise, screams, sdf-abusive acts, sexua behavior or disrobing in public,
smearing or throwing food or feces, hoarding, rummaging through others belongings.

e. Resgscare— Resgstaking medications/injections, ADL assistance, help with egting,
or changesin pogtion. This category does not include instances where the patient has
made an informed choice not to follow a course of care (for example, patient has
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exadsdhisor her right to refuse treetment, and reacts negatively if saff try to reindtate
treatment).

Signs of resstance may be verbd or physicd (for example, verbdly refusing care,
pushing caregiver away, scratching caregiver). These behaviors are not necessarily
pogtivear negdive, and their presence should prompt further investigation of their cause
(for example fear of pain, fear of faling, poor comprehension, anger, poor relationships,
eagerness for greater participation in care decisons, past experience with medication
errors and unacceptable care, desire to modify care being provided).

Process. Take an objective view of the patient's behaviora symptoms. The coding for this item

Coding:

focuses on the patient's actions, not intent. It is often difficult to determine the meaning
behind a particular behaviora symptom. Therefore, it isimportant to record dl behaviora
symptoms. The fact that staff have become used to the behavior and minimize the patient's
presumed intent (“He doesnt realy mean to hurt anyone. He's just frightened.”) is not
pertinent to this coding. Does the patient manifest the behavioral symptom or not?

Observe the patient and how he/she responds to caregiver attempts to deliver care to him
or her. Consult with gaff who provide direct care on dl three shifts. A symptomatic
behavior may be present and might not be seen because it occurs during intimate care on
another shift. Therefore, it is epecidly important to solicit input from direct caregivers
(including nurse assstants) who have contact with the patient.

Smply relying on written notes in the patient record is not sufficient. Y ou must be dert to
thepossibility that staff might not think to report abehaviora symptom if it is part of the unit
norm (for example, saff are working with severdy cognitively and functiondly impaired
petiets (for example, in ahead trauma unit) and are used to patients wandering, noisness,
etc.). Foous gaff attention on what has been the individua patient's actud behavior over the
last three days. Findly, dthough it may not be complete, review the clinica record for
documentation of behaviors you may not have seen, nor staff reported. When such anote
is found, review the patient’s status with gtaff. Is the note correct? Is it within the
appropriate time frame of the record?

Behaviord symptom frequency in last 3 days.

Record the frequency of behaviord symptoms manifested by the patient across al three
shifts

Code“0” if the described behaviord symptom was not exhibited in last three days. This
code applies to patients who have never exhibited the behaviord symptom or
those who have previoudy exhibited the symptom but now no longer exhibit it,
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induding those whose behaviora symptoms are fully managed by psychotropic
drugs, or a behavior-management program. For example A “wandering”
patient who has not wandered in the last three days because he was restricted
to bedres and had a private duty nurse attending to him would be coded “0” —
Behaviord symptom not exhibited in last three days.

Code“1” if the described behavioral symptom occurred on 1 day.

Code“2” if the described behaviora symptom occurred on 2 days.

Code“3’ if the described behavioral symptom occurred daily or more frequently (that is,
multiple times each day) in the last 3 days.

Section E.
Functiond Status

Patients in post-acute care settings will have acute (and often chronic) illnesses, and they will be subject
toavariety of factors that can severdly impact sef-sufficiency. For example, cognitive deficits can limit a
person’s ability or willingness to initiate or participate in self-care or condrict understanding of the tasks
required to complete the ADLs. A wide range of physical and neurologicd illnesses can adversdly affect
physical factors important to self-care such as stamina, muscle tone, balance, and bone strength. Side
effects of medications and other trestments can aso contribute to needless loss of saf-sufficiency.

Individudized plans of care can be successfully developed only when the patient’ s salf-performance has
been acourady assessed, including the amount and type of support being provided to the patient by others.

For patients in post acute settings, the focus of the admisson assessment is twofold: (1) to determine
basdine functiond performance levels, and (2) to determine if these levels have recently changed. This
information will then be used as abasis for developing aplan of care (for example, targeted rehabilitation
and ather sarvices) with the god of |eading the patient to an expeditious and coordinated discharge to home
or alower leve of care.

1. Acdtivitiesof Daily Living (ADL) Sdf-Performance Summary (over lagt three days)

Intent: Torecord asummary of the patient’ s salf-care performance in activities of daily living (thet
is, whet the patient actudly did for himsdf or hersdf or how much verba or physica help
wasrenuired by staff members) during the last three days. Thisrequiresareview of al ADL
activities over this period.
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Definition: ADL SELF-PERFORMANCE — Measures what the patient actualy did (not what he or
demigtbecgpable of doing) within each ADL category over al shiftsfor al episodes over
the last three days according to a performance-based scale.

a. BedMaulity— How patient moves to and from alying position, turns Sde to side, and
positions the body while in bed.

b. Trander - Bed/Chair — How patient moves between surfaces- that is, to/from bed,
dr, whedchair ganding podtion. This definition excludes movement to/from bath or
toilet, which is coded under Transfer Toilet (item E1i) and Transfer Tulb/Shower (item
EL.

c. Locomotion — How patient moves between locations in his’her room and adjacert
corridor on the same floor. If in whedchair, locomation is defined as sdlf-sufficiency
oncein the chair.

d. Wadk in Facility — How patient walks in different areas of the facility. For apatient
who usssawhedlchair exclusively, thiswould be coded as“8” (Activity did not occur).

e. Dressng Upper Body — How patient dresses and undresses (street clothes,
underwear) abovethewaist. Includes prostheses, orthotics, fasteners, pullovers, etc.

f. Dressng Lower Body — How patient dresses and undresses (street clothes, underwear)
framthewas down. Includes prostheses, orthotics (for example, anti-embolic stockings),
belts, pants, skirt, shoes and fasteners.

g Eating — How patient eats and drinks (regardliess of skill). Includes intake o
nourishment by other means (for example, tube feeding, total parentera nutrition).

h. TaleUse— How patient uses the toilet room (or commode, bed pan, urind), adjusts
clothes before and after using toilet, manages perined hygiene, changes pad, manages
ostomy or catheter. (EXCLUDE trandfer to toilet which is coded under item E1i,
Trander Toilet).

i. Transfer Toilet — How patient moves on and off toilet or commode or bedpan.
j. GroomingRarsord Hygiene — How patient maintains persona hygiene, including combing

hair, brushing teeth, shaving, applying makeup; and washing/drying face and hands
(EXCLUDE baths and showers which are coded in item E1k, Bathing).
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Process:

k. Bathing — How patient takes full-body bath/shower or sponge bath (EXCLUDE
washing of back and hair and TRANSFER [which is coded in item E1l, Transfer
Tub/Shower]). Includes how each part of body is bathed: arms, upper and lower legs,
chest, bdomen, perineal area. Note: For thisitem and item E1l below, you must code
for most dependent episode.

|. Transfer Tub/Shower — How patient transfers infout of tub/shower. Code for most
dependent episode.

In order to promote the highest level of functioning among patients, dinical saff mugt first
identify what the patient actualy does for himself or hersdf, noting when assstance s
recaved ad clarifying the types of assstance provided (verba cuing, physical support, etc.)

A patient's ADL sdif-performance may vary from day to day, shift to shift, or within shifts.
There are many possible reasons for these variaions, including mood, medica condition,
relationship issues (for example, willing to perform for a nurse assstant he or she likes),
med cations and changes in underlying functiona capacity. The responsibility of the person
completing the assessment is to capture the totd picture of the patient's ADL sdlf-
performance over the 3-day period, 24 hours aday — that is, not only how the evaluating
clinician sees the patient, but how the patient performs on other shifts as well.

Inorder toaccomplish this, you will need to know about the multiple episodes of the activity
ove thelag 3-days — for example, how the patient dressed and undressed the upper body
yesterday, the day before yesterday, and the day before that. To gather thisinformation,
there are two obvious sets of people to talk with — the patient and direct care staff — and
whanyou havethese conversations, be sure to plan to discuss al ADLs (get the total picture)
— that is, if possble, tak with the patient and direct care Saff on dl three shifts (including
weekends) and review documentation used to communicate with staff across shifts.

Ask questions pertaining to al aspects of the ADL activity definitions. For example, when
dsoussing Bed Mobility with a nurse assgtant, be sure to inquire specificaly how the patient
moves to and from a lying position, how the patient turns from sde to sde, and how the
petient pogtions himsdf or hersdf whilein bed. A patient can be independent in one aspect
o BedMaulity yet require extensive assistance in another aspect. Be sure to consider each
activity definition fully.

The wording used in each coding option isintended to reflect red-world Stuations, where
digt variations are common. Where variations occur, the coding ensures that the patient is
not assigned to an excessively independent or dependent category. For example, by
definition, codes 0, 1, 2, and 3 (Independent, Set up Help only, Supervison, Minimal
Assgarce) permit one or two exceptions for the provision of heavier care. Thisisdlinicaly
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ussful and incresses the likdihood that staff will code ADL Sdf-Performance ites
consstently and accurately.

The following chart provides generad guiddines for recording accurate ADL Sdif-
Performance.

Guiddinesfor Assessng (Item E1) ADL Sdf-Performance (last 3 days)

 The coding options for E1 record the patient's actud leve of involvement in sdf-care and
thetype and amount of support actudly received during the last three days — requiring that
you have knowledge of al episodes of each of the ADLSs (or as near as possible to dl
episodes).

» Donat record your assessment of the patient's capacity for involvement in self-care — that
is, what you believe the patient might be able to do for himsdf or hersdf based ;m
damondrated skills or physicdl attributes. An assessment of functiond prognosisis covered
in Item L1 (Functiond Improvement Goals by Discharge).

» Do not record the type and level of assstance that the patient “should” be receiving
aocordingtothe written plan of care. Thetype and leve of assstance actualy provided may
be quite different from what is indicated in the plan. Record what is actualy happening.

» Bngegediredt care staff from al shifts who have cared for the patient over the last three days
in discussons regarding the patient's ADL functiona performance. Remind Staff thet the
focus is on the last three days only. To darify your own understanding and observations
about each ADL activity (bed mobility, locomation, transfer, etc.), ask probing questions,
beginning with the genera and proceeding to the more specific.

* When you ae uncertain that the patient could perform the activity as described o
convasely where you wonder why the patient is not more independent, observe aregularly
scheduled sesson where this activity is carried out (for example, eating amed, dressing in
the morning). Observation will both help you to vaidate reported behaviors and will be
useful as you go forward to care planning.

Here is atypicd conversation between the RN and a nurse assistant regarding a patient's
Bed Mobility assessment:

R.N. “Describe to me how Mrs. L pogtions hersdf in bed. By that | mean, once sheis
in bed, how does she move from sitting up to lying down, lying down to sitting up,
turning Sde to Sde, and positioning hersdf?’
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Coding:

N.A. “Shecanlay down and st up by hersdf, but | help her turn on her sde.”
R.N. “Shelaysdown and sits up without any verba ingtructions or physica help?’

N.A. “No,| haveto remind her to use her trapeze every time. But once | tell her how to
do things, she can do it hersdf.”

R.N. “How do you help her turn sdeto side?’

N.A. “She can hep turn hersdlf by grabbing onto her sderail. | tell her what to do. But
she needs meto lift her bottom and guide her legsinto agood position.”

R.N. “Do you lift her by yoursdf or does someone help you?’

N.A. “l doit by mysdf.”

R.N. “How many times during the last three days did you give this type of help?
N.A. “Every time shewasturned.”

Provided that ADL function in Bed Mohbility was smilar on dl shifts, Mrs. L would receive
an ADL Sdf-Performance (in the last three days) Code of “4”.

Now review the firs two exchanges in the conversation between the RN and the nurse
assistant. If the RN did not probe further, he or she would not have received enough
information to make an accurate assessment of ether the patient's skills or the nurse
assgtant's actua workload, or whether the current plan of care was being implemented.

For eech ADL category, code the appropriate response for the patient’ s actud performance
during the last three days. Consder the patient’ s performance during al shifts, as function
may vary. For example, for eating, a patient may receive 3 meds per day and two
supplementdl feedings. Thus, over 3 days, there would have been 15 feeding episodes. It
isthis performance experience that forms the basis for scoring item E1g.

0. Independent — No help, or set up or staff oversight/supervison -OR- help, setup or
supervison provided only 1 or 2 times during period (with any task or subtask). [See
examples of Setup Help in the box following these coding options]

1. Setup Help Only — Article or device provided or placed within reach of patient 3 or
moretimes. [See examples of Setup Help in the box following these coding options]
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Supervison — Oversight, encouragement, or cuing provided 3 or more times during
period - OR - Supervision (1 or more times) plus physical assistance provided only 1
or 2 times during period (for atota of 3 or more episodes of help or supervision).

Minmd Assstance (Limited Assstance) — Patient highly involved in activity; received
physicd help in guided maneuvering of limbs or other non-weight bearing assstance 3
amore times -OR- Combination of non-weight bearing help with more help provided
only 1 or 2 times during period (for atotal of 3 or more episodes of physical help).

Moderate Assistance (Extensve Assistance) — Patient performed part of activity on
own (50% or more of subtasks) BUT help of the following type(s) was provided 3 or
moretimes:

»  Welght-bearing support (for example, holding weight of one or both lower limbs,
trunk)
» Full staff performance of atask (some of time)or discrete subtask.

Maxima Assstance — Patient involved but completed less than 50% of subtaskson
own (includes 2 + person assist), received weight bearing help or full performance of
certain subtasks 3 or more times.

Totd Assdarce (Totd Dependence) — Full gaff performance of the activity during the
entire period.

Activity Did Not Occur — During the lagt three days, the ADL activity was not
paformed by the patient or staff. In other words, the specific activity did not occur at
dl.

For example: A patient who was restricted to bed for the entire three day period and
was never transferred from the bed would receive a code of “8’ for Transfer (Item
Elb).

However, do not confuse a patient who is totally dependent in an ADL activity (Code
6- Tatd Dependence) with the activity itself not occurring. For example: a patient who
receives tube feedings and no food or fluids by mouth is engaged in esting (receiving
nourishment), and must be evaluated under the Eating category for hisor her leve of
assistance in the process. A pdient who is highly involved in giving himsdf a tube
feeding is not totally dependent and should be coded asa“3.”
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NOTE: Each of these ADL Sdf-Performance scoring categoriesis exclusve. There
Is no overlap between categories. Changing from one self-performance category to
aother demands an increase or decrease in the number of timesthat help is provided.

There will be times when there is no one type or level of assistance provided to the
patient 3 or more times during athree-day period. However the sum total of support
of various types will be provided three or moretimes. In this case, code for the least
dependent sdf-performance category where the patient received that level or more
dependent support 3 or more times during the 3 day period. Please review the
following example for darification of this principle.

Examples of Setup Help
* For bed mobility — Handing the patient the bar on a trapeze gpparatus.

* For transfer — Giving the patient atransfer board or locking/unlocking the whedls on awhedchair
for asafe trandfer.

* For locomation
Walking — Handing the patient awalker or cane.

Whedling — L ocking/unlocking the brakes on the wheelchair or adjusting the foot pedasto
fadilitate foot motion while wheding.

* For dressing — Retrieving clothes from closet and laying out on the patient’ s bed; handing the
patient a shirt; retrieving a prosthesis or orthatic.

* For eating — Cutting meat and opening containers at medls, giving one food category at atime.

* For toilet use— Handing the patient a bedpan or placing articles necessary for changing ostomy
appliance within reach.

* For persond hygiene— Providing awash basin and grooming articles.

* For bathing— Placing bathing articles a tub sde within the patient’ s reach; handing the patient a
towe upon completion of the bath.

2. ADL Assst Codes
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Intent:

Definition:

Coding:

Toidatify and document the level of weight bearing ADL assistance provided to the patient
over the last 3 days.

a.  Bed mobility — How patient moves to and from lying position, turns side to Sde, and
positions body while in bed.

b. Trandfer bed/chair — How patient moves between surfaces- to or from: bed, chair,
whed chair, sanding position (Exclude to or from bath or toilet).

c. Locomotion — How patient moves between locations in hisher room and adjacent
corridor on the same floor. If in whedchair, how the patient moves once in the
whed chair.

d. Wadkinfadlity — How the patient walks in room, corridor, or other place in the facility.

e. Dressng upper body — How the patient dresses and undresses (street clothes,
underwear) above the waist, includes prostheses, orthotics, fasteners, pullovers, etc.

f. Dressing lower body — How the patient dresses and undresses (street clothes,

undawerr) from the waist down, includes prostheses, orthotics, blts, pants, skirts, shoes,
and fasteners.

g Eating — How the patient eats and drinks (regardiess of skill) includes intake d
nourishment by other means (for example, tube feeding, total parentera nutrition).

h. Taleuse — How patient uses the toilet room (or commode, bedpan, urinal), cleanses
odf dter toilet use or incontinent episode(s), changes pad, manages ostomy or catheter,
adjudts clothes (Exclude transfer to toilet).

I. Transfer/Toilet — How patient moves on and off toilet or commode

j. Grooming/ Persond hygiene — How the patient maintains persond hygiene, including

combing hair, brushing teeth, shaving, applying makeup, washing and drying face, and
hands (Excludes baths and showers).

k. Bathing — How patient takes full body bath or shower or sponge bath (Exclude
wading of back and hair and transfer). Includes how each part of the body is bathed:
arms, upper and lower legs, chest, abdomen, perined area

. Transfer tub/shower — How the patient transfersin and out of the tub or shower.

Code for the most help inthe last 3 days.
0. Neither code applies

1. Waeight bearing support with 1 limb (arm or leg)
2. 2+ personphysica assst

3. ADL Changes

Intent:

In this item the assessor compares the patient’s current ADL function to sdf performance
prior to the precipitating event item A7a
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Definition: a. The number of ADL areas (listed under E1) in which the patient is now more impaired

Coding:

in sdf performance than was prior to the precipitating event (A7a) determines the
appropriate coding.

b. The number of ADL areas (from E1 above) in which patient was independent prior to
precipitating event (item A7a).

Place the appropriate number of ADL areasin box aand box b.

4. Indrumenta Activitiesof Dally Living (IADLS)

Intent:

Process:

The intent of these items is to examine the areas of function that are most commonly
associated with independent living.

The patient is to be questioned directly about his or her capacity to perform the usual
adivities around the home or community in the last 24 hours of a 3-day assessment period.
If the patient performed or contributed to the performance of the IADL task during this
period (med preparation, medication management, etc) this performance should be
considered when coding. However, be aware that a patient’s partia involvement in an
adivity intre last 24 hours may not necessarily express that patient’ s full capacity to perform
the task.

For example A patient may have performed part of the medication management with
assistance from gdaff. Staff assstance may have been provided because medication
containers are different than what the patient was used to a home. The patient states that
withinthelast 24 hours, he or she could have performed the medication task if he or she had
been in hisor her own home. In fact, the patient had been independent prior to admisson,
and there have been no cognitive or functiond changes that might cause you to cdl the
patient's judgement into question. The assessor would code E4d as“0” Independent.

In talking to the patient, you are both involved in a process of speculation about IADL
activitiesthat did not occur at the facility, leading to the assessor's active coding decision.

Definition: a. Med preparation — How medls are prepared (for example, planning meals, assembling

ingredients, cooking, setting out food and utensils))
b. Managing finances — Paying for newspaper or TV sarvice, using the cafeteria

c. Phone Use— How telephone cdls are made or received (using assistive devices such
as large numbers on the telephone, voice amplification as needed.)
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d. MeaicaionManagement — How medications are managed (for example, remembering
totakemedications, opening bottles, taking correct dosage of pills, filling syringe, giving
injections, applying ointments)

e. Stairs — How moves up and down dairs (for example, one flight of steps, using
handrails as needed.)

f. Ca Trander— How patient moves in and out of a car. Includes opening door, sitting, and
risng from sedt.

Coding:  CAPACITY TO PERFORM INSTRUMENTAL ACTIVITIES OF DAILY LIVING —
If patient had been required to carry out the activity as independently as possible,
SPECULATE AND CODE for what you would consider the patient’s capacity (ability)
woud havebeen to perform the activity in the last 24 hours of the 3-day assessment period.

0. Independent — Would have required no help, setup or supervision

1. SaupHdpOnly— Would have required help that would have been limited to providing
or placing an article/device within reach of the patient; al other tasks would have been
performed by the patient on his or her own.

2. Supervison — Would have required oversight, encouragement or cuing.

3. Limited Asidance — On some occasion(s) could have done on own, other times would
have required help.

4. Moderate Assstance — While patient could have been involved, would have required
pressnceof helper at dl times, and would have performed 50% or more of subtasks on
own.

5. Maxima Assstance — While patient could have been involved, would have required
presenceof helper at dl times, and would have performed less than 50% of al subtasks
on own.

6. Tod Depadence — Full performance of the activity by other person would have been
required at dl times (no residud capacity exists).

5. IADL Areas Now More Limited
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Intent: In this item the assessor compares the patient’ s current capacity to perform IADLs to sef
performance with IADLS prior to the precipitating event (Item A7a).

Processs. Compare al the IADL capacity sdf performance area codes (for Items E4af) to the
patient’s function prior to the precipitating event. Determine the overdl number of IADL
areas that the patient is now more limited in.

Coding:  Code for the most appropriate category.

0. None
1. Some(1-3IADL aress)
2. All or most (4-6 IADL aress)

6. DevicedAids

I ntent: To record the type of gppliances, aids, or assstive devices the patient used over thelast 3
days.

Definition: Locomotion Devices

a. Canelcrutch— A caneisadender stick held in the hand and used for support during
waking. Includes 3 or 4 prong canes. A crutch is a device for aiding a patient with
waking. Usudly it isalong staff with padded crescent-shaped portion at the top that
is placed under the armpit.

b. Wdker — A mobile device used to asss a patient with walking. Usudly consgts of a
gable platform made of metd tubing that the patient gragps while teking astep. The
patient then moves the walker forward and makes another step. Also check thisitem
in those ingances where the patient walks with a whedlchair or Meri-Waker for
support. [For Meri-Walkers, if the patient is standing most of the time in the Meri-
Walker and using it as a waker, code as a waker — if the patient Sts in the Meri-
Walker mogt of the time— code it as awhedlchair ]

c. Whaeddmr/sooate — Includes use of a hand-propelled wheelchair as well as motorized
chair or scooter, includes whedling self and being whedled by others.

Other Aids
d. Adaptive edting utensl — A device that is specidly desgned to help the patient be

independent in eating. Some examples are, built-up spoon, rocker knife, plate guard,
gpeciad mug.



HCFA-1069-P db October 11, 2000 BBB 64

e. Mechanicd lift — A mechanica device such as a Hoyer lift, used to lift a patient.

f. Othaticdprosthesis— An orthotic is a device added to the upper or lower extremitiesto
datlize or immobilize present deformity, protect againg injury, or assist with function (for

exarpe am ding, finger slint). A prosthesisis areplacement of amissng body part by
an atificdd subditute, such as an artificid extremity. A device of anatura function.

g. Podud spport (while stting) — A device (pads, pillows, boards) used to maintain the
patient’ s postion whilein achar or whedchair.

h. Side Board — A flat surfaced board (usualy polished to a smooth finish) used to help
apatient transfer from bed to chair or chair to bed.

i. Other Adaptive Devices — Include assistive/adaptive devices such as trapezes, braces.
j- NONE OF THE ABOVE.
Process. Obsarve, interview patient or staff.
Coding:  Check dl that apply.
7. Samina

I ntent: Moderate physicd activity in connection with activities of everyday life or chosen activities
can help to keep patientsfit in many ways. Below a certain threshold of activity, functiona
decline may be accelerated. Activities can include domestic IADLs (for example, light
housework), or chosen physicd activities (for example, recrestion, going out to shop o
walk).

It is necessary to understand if the patient is motivated, what the patient’ s needs may be,
what barriers need to be overcome, and whether hedlth education is needed.

Mary people are interested in maintaining hedth. They usudly know that lifestyle practices
mey be important, but they often need concrete information about how important their own
life syle is for hedth maintenance. For example, the patient may understand questions on
walking and esting, but may not be willing to take corrective action.

Definition: Hours of phydca activity at two points in time — examples of physicd activity include
exercise, therapy sessons, walking, house cleaning, grocery shopping: (A) inlast 24 hours
and (B) immediately prior to precipitating event (A7a).
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Process. Tak to the patient and family members if required. In assessing patient self-involvement,

Coding:

cofimpeaietsaminaestimates. Talk to staff. Determine performance in last 24 hours and
prior to precipitating event (Item A7a) and code accordingly.

Note — Item E7 has two coding columns, Column A and Column B.

None

Less than one hour per day
1 to 2 hours per day

2+ to 3 hours per day

3+ to 4 hours per day
More than 4 hours per day

gk owODNEO

8. Waking and Star Climbing

Intent:

Walking is acrucid activity when consdering a discharge back to the community. The
interdisciplinary team members need current information about the petient’ s walking ability.
This knowledge will hep the team in devising an accurate service delivery and care plan
resulting in an expeditious and coordinated discharge home.

CODEfarwaking or gtair climbing episode that represents the most consstent pattern over
thelad 24 hoursof the 3-day assessment period (includes episodes during therapy, activities,
etc.)

Process. Obsarvethe patient and interview staff.

Coding:

a. Fathest disance walked without sitting down

150+ feet

51-149 feet

25-50 feet

10-24 feet

Lessthan 10 feet

ACTIVITY DID NOT OCCUR

s~ WNEO

b. Waking support provided

None

Set up help only

Supervison

One person physica assistance

wbhEFo
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4. Two+ person physica assistance
8. ACTIVITY DID NOT OCCUR

Sar dimbing

Intent: This item gives an indication of the patients stamina as measured by gair-climbing activity.

Process:  Tak with the patient and family member if necessary. Consult with therapy staff who have
observed or assisted the patient in stair climbing activity in the last 24 hours.

Definition:  Afull flight of stairs congsts of 12-14 dairs (steps). A partid flight of Sairs conssts of 4 to
6 stairs (steps).

Coding:  Codefor the most dependent episode of stair climbing activity when the activity attempted
inthelast 24 hours. Note: There are only three posshle  codeswhenthepetient does 4-6
stairs (steps) only (code - 2, 5, 6).

0.

1

6.

8.

Complete Independence — Up and down full flight of gairswith NEITHER physcd
help NOR support device.
Modified Independence — Up and down full flight of stairswith NO physica help and
any of following:

Use of one or more supportive devices (support devices includes the required

use of hand rails).
OR  Useof an gppliance (that is, cane, brace, prosthesis, walker).
OR  Excessvetimeto climb the stairs (3 or more times normal).
Spavison— Up/down full flight of stairs with supervison or cuing -OR- up and down
partid flight with NO physical help (device may or may not be used).
Minimd Assistance — Contact guard/steadying/assistance to go up/down full flight of
gairs.
Moderate Assstance — Some weight bearing help to go up/down full flights of gairs,
patient does most on own.
Maxima Assgtance — Patient had limited involvement in going up/down full flight of
dars gf perform more than 50% of effort -OR- receives physica hep on partid flight
of dairs.
Tad Asssance — Did not go up/down 4-6 stairs (OR has 2-person assist) OR totaly
dependent.
Activity did not occur in last 24 hours.

9. Bdance Rdated to Trandtions
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Intent:

Process:

Definition:

Coding:

Bdanceis a key component of a patient’ s ability to transfer from standing to seated position
and from seated to standing podtion. Problems with stability involve provison of support
(ather gff member or device) to ensure a safe transfer. It isimportant to assess a person’s
ability to balance in order that interventions (Strength training exercises, safety awvareness,
reordtive nuraing, nursing-based rehabilitation) can be implemented to prevent injuries and
foster increased independence in the patient.

Over the lagt 24 hours, assess how the patient: transfers from sested to standing position,
or turns and faces the opposite direction. Because this assessment is to be based on the
most dependent episode over the last 24 hours, base both on your own observations and
reports of staff.

a. Moved from seated to standing position

b. (While stlanding) turned around and faced the opposite direction
Code for the most dependent in the last 24 hours.

Smooth trangition; stabilizes without assstance

Trangtion not smooth, but able to stabilize without assstance

Trandgtion not smoath, unable to stabilize without asd stance
ACTIVITY DID NOT OCCUR

o NEF O

10. Neuro-musculo-skeletdl Impairment

Process:

Review the patient's record for documentation of impairment of this type. An obvious
exarple of a patient with this problem is someone who is comatose. Other patients a high
risk include those with quadriplegia, paraplegia, hemiplegia or hemiparess, peripherd
vaauar disease and neurologica disorders. In the abosence of documentation in the clinical
record, sensation can be tested in the following way:

» To test for pain, use anew safety pin or wooden “orange stick” (usualy used for nall
care). Always digpose of the pin or gtick after each use to prevent contamination.

* Do not use pins with agitated or restless patients. Abrupt movements can cause injury.
» A the patient to close his or her eyes. If the patient cannot keep his or her eyes closed

or cannot follow directions to close eyes, block what you are doing (in loca areas of legs
and feet) from view with a cupped hand or towe!.
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* Lightly press the pointed end of the pin or stick againgt the patient's skin. Do not press
herd enough to cause pain, injury, or break in the skin. Use the pointed and blunt ends of
thepinor dick dternately to test sensations on the patient's arms, trunk, and legs. Ask the
patient to report if the sensation is“sharp” or “dull.”

» Compare the sensations in symmetrica areas on both sdes of the bodly.

* Ifthepeiat is unable to fed the sensation, or cannot differentiate sharp from dull, the area
is considered desengitized to pain sensation.

* For patients who are unable to make themselves understood or who have difficulty
understanding your directions, rely on their facid expressons (for example, wincing,
grimacing, surprise), body motions (for example, pulling the limb away, pushing the
examiner) or sounds (for example, “Ouch!”) to determine if they can fed pain.

Definition: a. Leg (hip, knee, ankle, foot)
b. Arm (shoulder, ebow, wrist, hand)
c. Trunk and neck
Coding: Code for the most limited in the last 24 hours.
A. Joint mobility/range of motion at joints listed (code for most impaired joint)
0. Noimparment
1. Imparment on onesde

2. Imparment on both sdes

B. Voluntary motor control (active, coordinated, purposeful movement- code for most
dependent joint)

No loss

Partia loss on one side
Partid loss both sdes
Full lossone sde

Full loss both sdes

APWDNDPERO

C. Intact touch/sensation on extremity (tactile sense) (Use same codes as E10B)

0. Noloss
1. Patid losson onesde
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2. Partid loss both sdes
3. Rl lossonedde
4. Full lossboth sdes

Section F
Bowe/Bladder Management

1. Bladder Continence

Intent:

Definition:

Process:

Todesxibethepatient’ s pattern of bladder continence (control) over the last 7-14 days, and
to compare current continence status to status prior to the current event which precipitated
this pogt-acute sage. Thisinformation iskey in care planning for incontinence.

Bladder Continace — Refersto control of urinary bladder function. Thisitem describesthe
petient’ s bladder continence pattern even with scheduled toileting plans, continence training
programs, or appliances. It does not refer to the petient’s ability to toilet sdif - for
example, a patient can receive extensve assgancein talding and yet be continent,
perhaps as aresult of staff help. The patient’ s self-performance in toilet useis recorded in
Item E1h.

Complete your review in the following order. Remember to consider continence patterns
over thelast 7-14 day period, 24 hours aday, including weekends.

(1) Review the patient’s clinica record and any urinary dimination (bladder) flow sheets (if
available).

(2) Validate the accuracy of written records with the patient. Make sure that your
discussons are held in private. Control of bladder function is a sendtive subject,
particularly for patients that are struggling to maintain control. Many people with poor
control problems will try to hide their problems out of embarrassment or fear d
reribution. Otherswill not report the problem to staff because they mistakenly believe
thet incontinence isanatura part of aging or certain disease processes and that nothing
canbe done to reverse the problem. Despite these common reactions to incontinence,
many paiensae relieved when a hedlth care professona shows enough concern to ask
about the nature of the problem in a sengtive, straightforward manner.

(3) Validae continence patterns with people who know the patient well (for example,
primary family member of a newly admitted patient, or direct care saff).
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(4) Whentreinformation you have recelved isinconsstent and particularly if the staff report

incontinence that is not reported by the patient, review for physical indications that the
patient isin fact incontinent. This could include being present a scheduled toileting
intervals, observing clothing, bed clothes, etc.

Control of urinary bladder function — (if patient dribbles, volume insufficient to soak
through undergarments).

Coding:  Choosethe response that best reflects the patient’s level of bladder continence in the last 7-
14 days.

Codefor the patient’ s actud bladder continence paitern — that is, the frequency with which
the patient is wet and dry during the 7-14 day assessment period. Do not record the level
of control the patient might have achieved under optima circumstances. For bladder
continence the difference between a“5” (Frequently Incontinent) and a“6” (Incontinent) is
determined by the presence (*5") or aisence (“6") of any bladder control.

0.

1

w

b.

Continent — Complete control; does not use any type of catheter or other urinary
collection device.

Cartinent with Catheter — Complete control with any use of any type of catheter or
urinary collection device that does not lesk urine.

Biweekly Incontinence — Incontinent episodes |ess than once aweek (that is, once
inlast 2 weeks).

Weekly Incontinence — Incontinent episodes once a week.

Occasiondly Incontinent — Incontinent episodes 2 or more times a week, but not
daly.

Frequently Incontinent — Tended to be incontinent daily, but some control present
(thet is, on day shift).

Incontinent— Has inadequiate control of bladder, multiple daily episodes al or amost
dl of thetime.

DID NOT OCCUR — No urine output from bladder.

Isnow mareimpaired in bladder incontinence then was prior to precipitating event (item
AT7a).

Coding: 0. No, or unsure
1. Yes moreimpaired today

2. Bladder Appliance
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Definition: a. Externd catheter (condom catheter) — A urinary collection gppliance worn over the

Process:

Coding:

penis.

b. Indwdling catheter — A catheter that is maintained within the bladder for the purpose
o coninuous drainage of urine. Thisitem includes catheters inserted through the urethra
or viasupra-pubic incison.

C. Inemittat catheterization — A catheter that is used periodically for draining urine from
thebladder. Thistype of catheter is usualy removed immediately after the bladder has
been emptied. Includes intermittent catheterization whether performed by a licensed
professional or by the patient. Catheterization may occur as one-time event (for
example, to obtain a sterile specimen) or as part of abladder emptying program (for
example, every shift in a patient with an underactive or a contractile bladder muscle).

d. Medications for control — medications administered to the patient for the purpose of
improving control of the bladder

e. Osomy — Any type of ostomy of the urinary tract.

f. Pads, briefs— Any type of absorbent disposable or reusable undergarment or item,
whetherwom by tre patient (for example, digper, adult brief) or placed on the bed or chair
for protection from incontinence. Does not include the routine use of pads when a patient
is never or rarely incontinent.

0. Urinds, bedpan — A urind is a container into which a patient urinates. A bedpanisa
pan-shaped device placed under a patient for collecting urine (and feces)

Comaitwiththe nursing staff and the patient. Be sure to ask about any itemsthat are usudly
hiddenfrom view because they are worn under street clothing (for example, pads or briefs).
If necessary, check the clinical record.

Codefor the last 24 hours.

3. Bladder Appliance Support

Intent:

This item is designed to identify the type of assistance or support a patient needs in order to
use any of the bladder applianceslisted in F2.
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Coding:

Codefor the level of bladder appliance support provided to the patient in the last 24 hours.

No agppliances (initem F2)

Use of gppliances, did not require help or supervison

Use of gppliances, required supervision or set up

Minimal contact assstance (light touch only)

Moderate assistance — patient able to do 50% or more of subtasks involved in using

equipment

5. Maximal assstance — patient able to do 25-49% of al subtasks involved in using
equipment

6. Tad dgradence — patient requires assstance in dl subtasks involved in using bladder

equipment

AwWDdEO

4. Bowd Continence

Process:

Coding:

Theassessment for bowel continence should be completed smultaneoudy with the bladder
continence review. Thiswill thus include a review of the patient’s clinica record and any
bowel records (if available). Vaidate the accuracy of written records with the patient.
Méakesuretret your discussons are held in private. Control of bowd function is a sengtive
isse Besure to ask about the nature of the problem in a sengitive, straightforward manner.

» Vdidaeoortinence patterns with people who know the patient well (for example, primary
family member of newly admitted patient, direct care saff).

» Ramamba to consider continence patterns over the last 7-14 day period, 24 hours aday,
including weekends.

Code for bowe continence over the last 7-14 days.
0. Continent — Complete control, does not use ostomy device.

1. Continent with Ogtomy — Complete control with use of ostomy device that does not
lesk stool.

2. Biweekly Incontinence — Incontinent episodes less than once aweek (that is, oncein
last two weeks).

3. Weekly Incontinence — Incontinent episodes once a week.

4. Occasiondly Incontinent — 2 to 3 times aweek.

5. Freguently Incontinent — 4+ times aweek but not al of thetime.

6. Incontinent — All of thetime.

8. DID NOT OCCUR — No bowe movement during the entire 14-day assessmert

period.
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5. Bowe Appliances

Ddfinition: a.

b.

d.

Bedpan— A bedpan is a pan-shaped device placed under a patient for collecting feces
(and urine).

Enama— IntrodLction of solutionsinto the rectum and colon in order to stimulate bowel
activity and to cause emptying of the lower intestine.

Medication for control — Medications administered to the patient for the pupose of
improving control of the bowels. These medications can include laxatives, stool
softeners, timulants as well as anti-diarrheal preparations.

Ostomy — Any type of ostomy of the gagtrointesting tract.

Coding:  Code for use of bowd appliances for the last 3 days.

0. No
1.Yes

6. Bowe Appliance Support

Intent:  This item is designed to identify the type of assistance or support a patient needs in order to
use any of the bowd applianceslisted in F5.

Coding: Code for the level of bowe appliance support provided to the patient in the last 24 hours.

WD EFEO

No appliances (in item F5)

Use of gppliances, did not require help or supervison

Use of gppliances, required supervision or set up

Minima contact assistance (light touch only)

Moderate ass stance — patient able to do 50 percent or more of subtasksinvolved in
using equipment

Maximel asastance — patient able to do 25-49 percent of al subtasksinvolved in using
equipment

Tata dependence — patient requires assstance in al subtasks involved in using bowel
equipment.
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Section G.
Diagnoses

Intent: This item identifies the Impairment Group that best describes the primary reason for
admisson to the rehabilitation program.

Process.  Consult with attending physician.

Coding:  Each Impairment Group has been assgned atwo-digit ID number, adecima point, and a
unique number (from one to four digits) for the subgroups. Code for the mgjor diagnostic
caeyry of the patient by sdlecting the Impairment Group which best describes the condition
requiring admission to rehabilitation. Then select a subgroup, if appropriate. Code &

specificaly as possible.

Rehabilitation Impairment Categoriesand Associated |mpairment Group Codes

Rehabilitation Impairment Category

Associated Impairment Group Codes

01 Stroke (Stroke)

01.1 Left body involvement (right brain)
01.2 Right body involvement (left brain)
01.3 Bilateral Involvement

01.4 No Paresis

01.9 Other Stroke

02 Traumatic brain injury (TBI)

02.21 Open Injury
02.22 Closed Injury

03 Nontraumatic brain injury (NTBI)

02.1 Non-traumatic
02.9 Other Brain

04 Traumatic spinal cord (TSCI)

04.210 Paraplegia, Unspecified

04.211 Paraplegia, Incomplete

04.212 Paraplegia, Complete

04.220 Quadriplegia, Unspecified

04.2211 Quadriplegia, Incomplete C1-4
04.2212 Quadriplegia, Incomplete C5-8
04.2221 Quadriplegia, Complete C1-4

04.2222 Quadriplegia, Complete C5-8

04.230 Other traumatic spinal cord dysfunction
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Associated Impairment Group Codes

05 Nontraumatic spinal cord(NTSCI)

04.110 Paraplegia, unspecified

04.111 Paraplegia, incomplete

04.112 Paraplegia, complete

04.120 Quadriplegia, unspecified

04.1211 Quadriplegia, Incomplete C1-4

04.1212 Quadriplegia, Incomplete C5-8

04.1221 Quadriplegia, Complete C1-4

04.1222 Quadriplegia, Complete C5-8

04.130 Other non-traumatic spinal cord dysfunction

06 Neurological (Neuro)

03.1 Multiple Sclerosis

03.2 Parkinsonism

03.3 Polyneuropathy

03.5 Cerebral Palsy

03.8 Neuromuscular Disorders
03.9 Other Neurologic

07 Fracture of LE (FracLE)

08.11 Status post unilateral hip fracture
08.12 Status post bilateral hip fractures
08.2 Status post femur (shaft) fracture
08.3 Status post pelvic fracture

08 Replacement of LE joint (ReplLE)

08.51 Status post unilateral hip replacement

08.52 Status post bilateral hip replacements

08.61 Status post unilateral knee replacement

08.62 Status post bilateral knee replacements

08.71 Status post knee and hip replacements (same side)
08.72 Status post knee and hip replacements (different sides)

09 Other orthopedic(Ortho)

08.9 Other orthopedic

10 Amputation, lower extremity (AMPLE)

05.3 Unilateral lower extremity above the knee (AK)

05.4 Unilateral lower extremity below the knee (BK)

05.5 Bilateral lower extremity above the knee (AK/AK)

05.6 Bilateral lower extremity above/below the knee (AK/BK)
05.7 Bilateral lower extremity below the knee (BK/BK)

11 Amputation, other (AMP-NLE)

05.1 Unilateral upper extremity above the elbow (AE)
05.2 Unilateral upper extremity below the elbow (BE)
05.9 Other amputation

12 Osteoarthritis (OsteoA)

06.2 Osteoarthritis

13 Rheumatoid, other arthritis (RheumA)

06.1 Rheumatoid Arthritis
06.9 Other arthritis

14 Cardiac (Cardiac)

09 Cardiac

15 Pulmonary (Pulmonary)

10.1 Chronic Obstructive Pulmonary Disease
10.9 Other pulmonary

16 Pain Syndrome (Pain)

07.1 Neck pain
07.2 Back pain
07.3 Extremity pain
07.9 Other pain

17 Major multiple trauma, no brain injury
or spinal cord injury (MMT-NBSCI)

08.4 Status post major multiple fractures
14.9 Other multiple trauma

18 Major multiple trauma, with brain or
spinal cord injury (MMT-BSCI)

14.1 Brain and spinal cord injury
14.2 Brain and multiple fractures/amputation
14.3 Spinal cord and multiple fractures/amputation

19 Guillian Barre (GB)

03.4




HCFA-1069-P db October 11, 2000 BBB 76

Rehabilitation Impairment Category Associated Impairment Group Codes
20 Miscellaneous (Misc) 12.1 Spina Bifida *
12.9 Other congenital
13 Other disabling impairments
15 Developmental disability
16 Debility
17 Infection
17.2 Neoplasms
17.31 Nutrition (endocrine/metabolic) with intubation/parenteral
nutrition
17.32 Nutrition (endocrine/metabolic) without intubation/parenteral
nutrition
17.4 Circulatory disorders
17.51 Respiratory disorders-Ventilator Dependent
17.52 Respiratory disorders-Non-ventilator Dependent
17.6 Terminal care
17.7 Skin disorders
17.8 Medical/Surgical complications
17.9 Other medically complex conditions
DU DUl DUIT
*We are in the process of analyzing the effect of moving the few cases within this impairment category to
one of the other spinal cord RICs (either 05 or 04 depending upon the “fit”).

2. Other Diseases
Intent: To document the presence of diseases that have an impact or potentid impact on the
petiat’s overdl function (physica, cognitive, mood and behaviord), treatment or discharge

plans.

Ddfinition: ENDOCRINE

a. Diabetes Mdlitus 250.00 — Any of severa metabolic disorders characterized by
abnormal insulin secretion and eevated blood glucose levels. Category includes
inalin-dependent diabetes mdlitus (IDDM) aswell as other types (for example, non-
ingdin dependent diabetes mellitus [NIDDM], adult onset diabetes mellitus [AODM],
oestationd digbetes, and diabetes associated with particular conditions or medications).

b.  Hypothyroidism 244.9 — Under-activity of the thyroid gland (insufficiency of thyroid
hormone) resulting in adecrease in the basd metabolic rate.

HEART/CIRCULATION

c. Cardiac arhythmias 427.9 — A disturbance in the cardiac dectricd conduction
system resulting in irregularities in heart rate and rhythm.
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Congedtive heart failure 428.0 — A dysfunction that occurs when cardiac output is
insufficient to meet the person’s metabolic demands.

Coronary artery disease (CAD) 746.85 — A narrowing of one or more of the
cororery arteries by atherosclerotic plague or vascular spasm; results in adecreasein
oxygenated blood flow (ischemid) to the heart. Usualy associated with angina

Degpvanttrombosis 451.1 — A condition in which ablood clot (thrombus) is formed
in the deeper/larger veins, usudly in the lower extremities.

Hypertenson 401.9 — A persstent devation of systolic or arterid blood pressure.
This category includes primary (essentid) and secondary hypertension.

Hypotension 458.9 — An absolute systolic blood pressure vaue of less than 90 mm
Hg(or adecline of 20 mm Hg or greater in systolic blood pressure from the person’'s
wae besdling or adecline of 10 mm Hg or greater in diastolic blood pressure from the
person’'s usud basdine). This category dso includes orthogtatic hypotenson @
reduction $ 20 mm Hg in systolic blood pressure upon standing).

Periphera vascular disease (arteries) 443.9— A variety of syndromes that result in
decreasad blood flow in the peripherd arterid vessdls, usudly of the lower extremities.
This category includes arteriosclerosis obliterans, smal vessel syndrome, Raynaud's
phenomenon, arterid aneurysms (for example, thoracic, abdominal, poplited), and
tempord ataitis. Do not include deep vein thrombosisin this category; if present, use
item G2f.

Post Acute MI (within 30 days) 410.92 — The immediate period following the
necross of myocardid tissue resulting from obstruction of a coronary artery.

Post heart surgery (for example, vave, CABG) V45.81 — Cardiovascular surgery
such as percutaneous trandumina coronary angioplasty (PTCA), coronary artery
bypass graft (CABG), vave replacement, percutaneous baloon valvuloplasty.

Pulmonary embolism 415.1 — Obstruction of one or more of the pulmonary arteries
by athrombus (blood clot).

Pulmonary falure 518.8 — Failure of the respiratory system to meet oxygenation
needs (severe hypoxemia).
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n.  Other cardiovascular disease 429.2 — Any other cardiac diagnosis not coded
elsawherein Section G (for example, valvular heart diseese).

MUSCULOSKELETAL

0. Fracture - hip V43.64 — Hip fracture (for example, femora neck; intertrochanteric;
subcepitd) that has been repared via surgicd athroplasty or internd fixation
Category dso includes fractures treasted with traction that may have involved the
surgica placement of pins. Also includes surgica hip replacement (for example, total
or hemiarthroplasty) following fracture of the hip (for example, femora neck;
intertrochanteric; subcapita fractures, etc). Hips stabilized via open reduction ad
internd fixation (ORIF) with pins or screwswould be included in thisitem.

p. Fracture - lower extremity 812.40 — Any fracture of the lower extremity, other than
hip fracture. Includes surgicaly and non-surgicaly treated fractures. Category does
not include pathologica fractures of the lower extremity; if the patient has adiagnoss
of pathologic bone fracture of the lower extremity, code item GA4.

g- Fracture(s) - other 829.0 — Any other fracture type or location not captured in
Section G.

r.  Osteoarthritis 715.90 — A progressive degenerative disease of joint cartilage ad
bone charadteri zed by joint pain; may be accompanied by joint deformity and limitation
of movement.

Ss.  Osteopoross 733.00 — A metabolic bone disorder characterized by aloss of bone
dengty resulting in weakened bones and susceptibility to fractures.

t.  Rhaureoid Arthritis 714.0 — A progressive degenerative joint disease characterized
by recurrent inflammeation of synovid tissue and joint deformities.

NEUROLOGICAL

u.  Alzheimer's disease 331.0 — A degenerative and progressive dementia that &
diagnosed by ruling out other dementias and physiologica reasons for the dementia.

v. Aphasia or Apraxia (784.3, 784.69) — Symptoms of neurologica defects
characterized by a difficulty or ingbility to express thoughts (in speech or writing) or
comprehend language (gphesa), or a difficulty/ingbility to carry out purposeful



HCFA-1069-P

db October 11, 2000 BBB 79

movemaisar use objects properly due to afailure to identify them or understand their
meaning (apraxia).

Cerebral Pasy 343.9 — A group of nonprogressve muscular and motor disorders
secondary to aneurologica defect or trauma at birth.

Damatia other than Alzheimer’ s disease 290.0 — Includes diagnosis of organic brain
syndrome (OBS) or Chronic Brain Syndrome (CBS), senile dementia, multi-infarct
dementia, and dementia related to other neurologica diseases other than Alzheimer’s
Disease (for example., Picks, Creutzfeld-Jacob, Huntington’s Disease).

Hemiplegiahemiparess |eft sde 342.90 — Pardysgpartid pardyss (temporary or
permanent impairment of sensation, function, motion) of both limbs on left Sde of the
body. Usudly caused by cerebrd hemorrhage, thrombos's, embolism, or tumor.
There must be adiagnosis of hemiplegiaor hemiparesisin the resdent's record.

Hemiplegiahemiparesisright Sde 342.90 — Pardysgpartid pardyss (temporary or
permanent imparment of sensation, function, mation) of both limbs on right Sde of
body. Usudly caused by cerebrd hemorrhage, thrombos's, embolism, or tumor.
There must be adiagnosis of hemiplegiaor hemiparesisin the resdent's record.

Multiple sclerosis 340 — A progressive central nervous system disease characterized
by demydination in brain and spind cord resulting in various neurological symptoms
(for example, paresthesas, motor disorders, diplopia or blindness;, urinary
incontinence); usualy involves recurrent exacerbations and remissons.

Pakinson’s Disease 332.0 — A progressive disease affecting the centers of the brain
respongble for control and regulation of movement.

Quadriplegia 344.00 - 344.09 — Pardyds (temporary or permanent impairment of
snsation, function, motion) of al four limbs. Usudly caused by cerebrd hemorrhage,
thromboss, embolism, tumor, or spind cord injury. There must be a diagnosis of
quadriplegiain the patient's record.

Seizure Disorder 780.39 — Disorder of cerebral function characterized by sudden
attacks of dtered consciousness, sensory changes, motor activity, or ingppropriate
behavior. May befoca (locdized) or generdized.

Spina cord dysfunction - non-traumatic 336.9 — A non-traumatic disorder affecting
thegandl cord (for example, neoplasm; abscess, hematoma; neurologic manifestations
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of pernicious anemia; pina bifida); may be associated with pain, sensory impairment,
abnormal reflexes, motor dysfunction.

Spind cord dysfunction - traumatic 952.9 — Alteration of neurological function (for
example matar, ensory, reflexes) secondary to compression or laceration of the spina
cord.

Sroke(CVA) 436 — A vascular insult to the brain that may be caused by intracranial
bleeding, senoss, thromboss, infarcts, or emboli; may result in permanent
neurologica and physica dysfunction.

PSYCHIATRIC/MOOD

ah. Anxiety Disorder 300.00 — A disorder characterized by prominent symptoms of

anxiety or phobic avoidance. This category includes generaized anxiety disorder,
penic dsorder, phobias, obsessive-compulsive disorder, post-traumeatic stress disorder,
acute distress disorder, and other anxiety disorders (for example, due to generd
medical condition; substance-induced).

Depression 311 — A mood disorder often characterized by a depressed mood (for
example fedssad or empty; appears tearful), decreased ability to think or concentrate,
lossof interest or pleasure in usud activities, insomnia or hypersomnia, loss of energy,
change in gppetite, fedings of hopeessness or worthlessness or guilt. May include
thoughts of death or suicide.

Othe psychiatric disorders 300.9 — Other diagnosed psychiatric disorders not coded
elsewhere on this assessment (for example, psychotic disorders, such as anorexia,
bulimia; eating disorders).

PULMONARY

ak. Ashma493.9 — Intermittent periods of wheezing and dyspnea as aresult of varigble

and recurring airway obstruction.

COPD 496 — A group of conditions resulting in generdized airway obstruction
(paticuaty the smd| airways) associated with varying combinations of asthma, chronic
bronchitis, and emphysema. May aso be caled COLD (chronic obstructive lung
disease). This category aso includes chronic redrictive lung diseases such as
ashestosis.
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Process:

Note: Do not code asthma or emphysemain this category if ether of these are the
patient’s definitive diagnoses. If asthma only is present, code in item G2ak. If
emphysema only is present, code in item G2am.

am. Emphysema 492.8 — A specific chronic obstructive pulmonary disease which
characterized by destructive changes in the dveoli which reduce the surface areafor
gas exchange.

OTHER

an. Cancer 199.1 — A diagnosis of a carcinoma characterized by alocaized maignant
tumor or abnormal cell growth that has not spread to other areas or systems of the
body. This category aso includes metastatic cancer — a diagnosis of a carcinoma
characterized by a mdignant tumor or abnormal cell growth that has spread to other
aress or systems of the body.

a0. Post surgery - non-orthopedic, non-cardiac V50.9 — Status post any surgica
procedure not noted in Section G.

ap. RadFallure 586 — Derangement and insufficiency of rena excretory and regulatory
function. This category includes acute (ARF) and chronic rend failure (CRF).

ag. NONE OF THE ABOVE

Review patient’s current medica record (including current physician treetment orders and
nursng care plans), referra information and hospitd discharge summary. If the patient was
admittedfroman acute care or rehabilitation hospitd, the discharge forms often list diagnoses
and corresponding ICD-9-CM codes that were current during the hospital stay. If these
dagnoses are Hill present, record them using the appropriate code to categorize the nature
of the patient’ s trestment regimen.

Therewill betimes when a particular diagnosis will not be documented in the medicd record.
If thet is the case, accept statements by the patient that seem to have clinica validity, consult
with the physician for confirmation, and initiate necessary physician documentation.

Foreample If anew patient reports that he or she had a severe depression and was seeing
a private psychiatrist in the community, this information may not have been documented in
records accompanying the patient from an acute care hospital to the post acute setting.
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Coding:

Physcian involvement in this part of the assessment process would be beneficid. The
physician can be asked to review the items in Section G at the time of vidt closest to the
Thedled MDS-PAC assessment. Use this scheduled visit as an opportunity to ensure that
“adive’ diagnoses are noted and “inactive’ diagnoses are appropriately designated. Thisis
also an important opportunity to share the entire  assessment with the physician. It isthe
responsibility of clinical staff to solicit physician input. Inaccurate or missed diagnoses can
beasaiousimpediment to care planning. Thus, share this section of the assessment with the
physician and ask for hisor her input.

Full physician review of the most recent assessment or ongoing input into the assessment
auratly being completed can be very useful to overdl care planning. For the physician, the
assessment completed by dlinica gaff can provide ingghts that would have otherwise not
been possible. For dinicd gaff, the informed comments of the physician may suggest new
avenuesd inguiry, or help to confirm existing observations, or suggest the need for additiona
consultation and follow-up.

Reoord adiagnosis only if the disease is being treated or monitored; or has arelaionship to
aurat ADL gatus, cognitive status, behavior status, medical trestment, nursing monitoring,
or risk of death. For example, do not place a code for item G2g (hypertenson) if ore
episode occurred severd years ago unless the hypertension is ether currently being
controlled with drug therapy, diet, biofeedback, etc., or is being regularly monitored for
recurence Likewise gallbladder surgery that occurred 15 years ago would not be recorded
in item G2a0 (Post surgery — non-orthopedic, non-cardiac) unlessit had ardationship to
the patient’s current health status.

Reoord dl documented diagnoses in the appropriate category. Do not record any conditions
that have been resolved and no longer affect the patient's functiona status or care plan —
leave the box blank. For each item that is present enter the most gppropriate code to
describe the patient’ s documented diagnosis.

[Blank] Not present.

1. Othe pimary diagnoss/diagnoses for current stay (not primary impairment). These are
the diagnoses used to support and justify services being provided.

2. Diagnogs present, patient is receiving active trestment (for example, drug therapy;
theragpeutic rehabilitation services, laboratory monitoring); other medica or skilled

nurang intervention (for example, wound care; IV antibiotics; suctioning).

3. Diagnosis present, patient monitored but condition is not being actively treated.
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If none of the conditions in Section G2 apply, check NONE OF ABOVE (G2ag). If you
havemore detailed information avallable in the clinical record for a more definitive diagnosis
thenisprovided in the list in Section G2, record the genera diagnosisin Section G2 and then
enter the more detailed diagnosis (with ICD-9-CM code) under Section G4.

To document the presence of infections that have an impact or potentia impact on the
patient's overdl function (physica, cognitive, mood and behaviord), treatment and/or
discharge plans.

a

€.

Antibiotic resgtant infection — any infection in which the bacteria have developed a
resistance to the effective actions of an antibiotic (for example, Methicillin resigtant
staphylococcus aureus [MRSA 041.11], Vancomycin-resistant enterococcus [VRE
041.9)).

Celluitis 682.9 — inflanmation of cdlular or connective tissue, soreading as in
eryspdas. The process of inflammation spreading throughout the tissue is cdled
cdlulitis

Hepetitis 070.9 — an inflammatory process in the liver usudly caused by vird infection.
This category includes acute and chronic vird hepdtitis.

HIV/AIDS042 — Code thisitem only if-- (A) there is supporting documentation in the
medicd record of (1) apostive blood test result for the Human Immunodeficiency Virus
(HIV), or (2) adiagnoss of Acquired Immuno-deficiency Syndrome (AIDS), or (3) a
dagoss of AIDSrdated complex (ARC); or (B) if the patient (or surrogate decision-
maker) informs you of the presence of any of these diagnoses.

Pneumonia 486 — an acute bacterid or vird infection of the lungs.

f. Ogeomyditis 730.2 — an infection of bone, usualy caused by bacteria or other

0.

pathogens. This category aso includes infection of a surgicaly-implanted prosthesis.

Sticemia0389— dlinica manifestations of bacteria infection of the circulatory system
(becteremia) associated with inadequate tissue perfusion (hypotension, rend falure and
risk of death).



HCFA-1069-P db October 11, 2000 BBB 84

Process:

Coding:

h. Staphylococcus infection (other than item “G3d’ above) 041.10 — any infection
iderified as staphylococcus by culture that is not considered to be resistant to antibiotic
trestment.

i. Tuberculosis (active) 011.90 — Diagnosis of active tuberculosis as evidenced by
symptoms and/or currently recelving drug thergpy (for example, isoniazid (INH),
dhambud, rifampin, cyclosering). Includes patients who have converted to PPD positive
tuberculin gatus and are receiving drug treatment.

j- Urinary Tract Infection 599.0 — includes chronic and acute symptomatic infection. Code
only if there is supporting documentation or sgnificant laboratory findings in the medicd
record, or the patient is currently being treasted or evaluated for aUT].

k. Wound Infection (958.3, 998.59, 136.9) — Category includes documentation d
infedion(9 of any type of wound (for example, surgicd; traumatic; pressure ulcer) of any
part of the body. Note: Report of wound culture may or may not be present in the
medicd recard; diagnosis may be based on presence of drainage, erythema, edema, etc.
around wound site.

|. NONE OF THE ABOVE.

Review patient’s medical record.

Reoord dl documented diagnoses of infection(s) in the appropriate category. Do not record
any condiitions that have been resolved and no longer affect the patient's functiond status or
cae plan — leave the box blank. For each item that is present enter the most appropriate
code to describe the patient’ s documented diagnosis.

[Blank] Not present.

1. Other primary diagnoss/diagnoses for current stay. These are the diagnoses used to
support and justify services being provided.

2. Diagnosis present, patient is receiving active treatment (drug therapy; thergpeutic
rehehilitation services; laboratory monitoring; other medica or skilled nuraing intervention
(for example,, wound care; IV antibiotics, suctioning; respiratory therapy).

3. Diagnosis present, patient monitored but condition is not being actively trested.
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If nonedf thecorditions in Section G3 apply, check NONE OF ABOVE (G3l). If you have
moredetalled information available in the clinica record for amore definitive diagnoss than
is provided in the list in Section G3, record the genera diagnosisin Section G3 and then
enter the more detailed diagnosis (with ICD-9-CM code) under Section G4.

For example If the medicd record dates that the patient has “Pneumocydtis carinii
preumonid’ record the nature of this diagnosisin item G3e (Pneumonia) and then record the
more specific diagnosis and ICD-9-CM code in Section G4.

4. Other current or more detailed diagnoses and |CD-9 codes

Intent:

Process:

Coding:

Toidentify and document conditions not listed in Items G1, G2 and G3 that have an impact
o potentid impact on the patient’ s current ADL status, mood and behaviora status, medica
treatments, nurang monitoring, therapeutic rehabilitation, discharge plan or risk of desth
Also, to record more specific designations for genera disease categories listed in Sections
G2 and G3.

Review patient's current medica record, referral information and hospita discharge
ummary.

If the patient does not have any other or more detailed diagnoses documented, leave the
boxes blank.

Enter the description of the diagnoses on the lines provided. For each diagnosis complete
the following:

Writein diagnogsin lines“d’ through “¢e".
Column A: enter the ICD-9-CM code for the diagnosisin the boxes, AND
Column B: erter the code (from the following codes) that best characterizes the diagnosis.

1. Othe pimary diagnoss/diagnoses for current stay (not primary impairment). These are
the diagnoses used to support and justify services being provided.

2. Diagnodgs present, patient is receiving active treatment (for example, drug therapy;
thergpeutic rehabilitation services, laboratory monitoring); other medicad or skilled
nursing intervention (for example, wound care; IV antibiotics; suctioning).

3. Diagnodis present, patient monitored but condition is not being actively trested.
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Any new diagnosis a reassessment or dischargeisto be recorded in G4.

5. ComplicationsComorbidities.

Intent: To identify and document comorbidities that may effect the patient's functiond status or hedlth.

Definition: "Complications, comorbid conditions, and high-risk medica disorders may occur with any
Impairment Group when the occurrence delays or compromises rehabilitation by:

Exigting prior to the rehabilitation program

Occurring or existing during the rehabilitation program

Causing subject transfer to acute care

Causing subject degth during the rehabilitation program” (Uniform Data System for
Medicd Rerehlitation, Guide for the Uniform Data Set for Medical Rehabilitation-Version
51, Appendix A: UDSmr Policy Regarding ICD-9 Coding, p. A19.) NOTE: HCFA has
exduded from the definition of comorbidities the recording of diagnoses by Rehabilitation
Impairment Category. For example, stroke is not a comorbidity for the stroke
Rehabilitation Impairment Category, cardiac is not a comorbidity for the cardiac
Rehabilitation Imparment Category. The "Rehabilitation Imparment Categories ad
Associated Impairment Group Codes' were discussed previoudy in this guide.

Process. Review the patient's medicd record, referrd information, hospita discharge summary, and
consult with other clinical daff.

Coding:  For the comorbidities to enter in lines G5a thru G5d including the ICD-9-CM codes refer
to"Appandx C. List of Comorbidities’ which is one of the appendixes of this proposed rule.
If ocomorbid condition exists write in the words "No comorbid condition” once and enter
"0000.00" in the associated boxes.

Section H.
Medica Complexities

Intent: To record clinica signs, symptoms, and conditions that affect or could affect the patient’s
hedth, functiond, and psychosocid status and to identify risk factors for illness, accidents,
andfundiona decline. Such factors need to be considered for treatment, rehabilitation, and

di

scharge planning.
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Definition:

1. Vitd Signs

Intent:

Definition:

Process:

Coding:

Medcd compledties — include a number of indicators which help dinicians and others form
a picture of the clinicd intengty and level of service the patient receives in the post acute
Sting.

To record the status of the patient’s vitd dgns (that is, pulse; blood pressure; respiratory
rate; temperature).

Abnormd vitd sgns— see rangesin box below.

Toinapret whether vitd sgns are within the range of “normad” usudly requires an evaudtion
o sverd measurements rather than relying on asingle value a one point intime. Therefore,
review the results from the eval uation of the patient’ s vital Signs over the past three days. In
addition to reviewing vital Sgns, review the patient’s clinica record, specificdly, vitd sgns
“flow sheets’, and physician or nursing documentation in the medica record, referrd shest,
or discharge summary.

Code for the “most abnorma” set of vitd sgnsover the last 3 days.
0. All vitd signswere norma/standard (that is, when compared to standard val ues).

1. Vitd sgnsabnormd, but not on al days during assessment period.
2. Vitd sgns conggtently abnorma (on dl days).

2. Problem Conditions

Intent:

Process:

To record clinica signs, symptoms, and conditions that affect or could affect the patient’s
hedth, functiona, and psychosocid status and to identify risk factors for illness, accidents,
andfundiond decline. Such factors need to be considered for trestment, rehabilitation, and
discharge planning.

Gather information from a variety of sources. Begin by reviewing the discharge referrd
record and current medica record, including laboratory data, consultation reports, and
nurang observations. This will be the primary source of information. Check thet it 5
complete by saliciting input from al members of the interdisciplinary team, including direct
care providers (for example., certified nurse assgtants). Findly, in your scheduled contact
withthepetient to assess other areas, interview, observe, and examine the patient to ensure
nothing has been overlooked. Remember, you are reviewing problem conditions that have
been present in the last 3 days.
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Ddfinition: FALLS/BALANCE

a. Dizzinessivertigo/lightheadedness — The patient has experienced the sensation o
unsteadiness, that he or sheis*“turning”, or thet the surroundings are whirling/spinning
aound; or if the patient complained specificaly of dizzinessivertigo/or lightheededness
inthe last 3 days.

b. Fdl(3nce admisson or last assessment) — Patient/family reports or medical record or
discharge summary indicates the patient fell Snce admisson or Snce last assessment.

c. Fell in 180 days prior to admisson — Patient/family reports or medica record or
discharge summary indicates the patient fell in the 180 days prior to admission.

CARDIAC/PULMONARY

d. Advanced cardiac failure (gection fraction <25 percent) — Check if EITHER
documented cardiac disease with significant decrease in cardiac output (for example,,
dooumated gection fraction <25 percent) in last 60 days OR diastolic dysfunction, as
indicated by repested episodes of heart failure with anorma gection fraction).

e. Ched pan/pressure on exertion — The patient experiences any type of pain in the chest
(or radiating to am or jaw pain), which may be described as burning, pressure,
stabbing, or discomfort, etc. associated with physica exertion.

f. Chest pain/pressure a rest — The patient experiences any type of pain in the chest (or
radiating to arm or jaw pain), which may be described as burning, pressure, stabbing, or
discomfort, etc. that starts spontaneoudy and without physical exertion (at rest).

0 Edema- geadized — Generdized abnormd pooling or accumulation of fluid in tissues
throughout the body (not limited to specific Site).

h. Edama- localized — Abnorma pooling or accumulation of fluid in specific tissues (for
example, pedd edema; lymphedema of upper extremity).

I. Edema - pitting — Abnorma pooling or accumulation of fluid in tissues. Assessed by
pressngthe patient’s skin firmly with the thumb for at least five seconds behind the media
mdledus dorsum of the foot, or over the shin. If present, a“thumb print” will remain over
the area of edema.
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j- Impaired aerobic capacity/endurance (tires easily, poor task endurance) — A symptom
characterized by a limited ability to sustain a period of exercise or exertion due D
Oecreased cardiac or respiratory function (may be as aresult of disease or deconditioning).

HLUID STATUS — It is often difficult to recognize when afrall, ill person is experiencing fluid overload
thet could predpitate congestive heart failure, or dternatively dehydration. Ways to monitor the problem,
particularly in patients who are unable to recognize or report the common symptoms of fluid varietion,
areas follows:

k. Constipation — The patient passes two or fewer bowe movements per week, or
srains more than one out of four times when having abowe movement.

|. Dehydrated: output exceeds input (for example, BUN/cregtinine ratio >25) — check this
item if the patient’s laboratory results reved a blood urea nitrogen (BUN) to cregtinine
ratio greater than 25 OR if the patient has 2 or more of the following indicators.

» Patient’s fluid intake is less than 2500 ml of fluids daly (water or liquids n
beverages, water in food/supplements/parenterd nutrition, 1V fluids).

» Patient has dinica sgns of dehydration (for example, dry mucous membranes,
decreasse in skin dadticity).

» Paiatsfluid loss exceeds the amount of fluids he or she tekesin (for example, loss
from vomiting, fever, diarrhea that exceeds fluid replacement) — review the Input
and Output record;

m. Diarhea— Frequent dimination of watery stools from any etiology (for example, diet,
vird or bacterid infection).

n. Internal bleeding — Includes gastrointestinal and other types of intestind bleeding.
Bleeding may be frank (such as bright red blood) or occult (such as guaiac positive
stools); any documented bleeding as diagnosed by Gl evauation or any evidence of
current bleeding through rectd exam or guaiac testing. Could aso include: hematuria
(bload in urine); hemoptys's (coughing up blood); or severe epistaxis (nosebleed), etc.
present over the last 3 days that did not spontaneoudly resolve or that occurred more
than once.

0. Recurrent nausealvomiting — Patient reports recurrent (more than one episode)
sensations of having to vomit or actud regurgitation of somach contents; code
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OTHER

regardless of etiology (for example, drug Sde effect or toxicity; influenza; anxiety;
obstruction; reaction to particular odors or sghts).

p. Refusd/inability to take liquids ordly — Patient either rgects intake of fluids (for
exarpe liquids, jello, sorbets, etc.) as a conscious decision or pushes them away, OR
has a physcad condition that inhibits inteke of ord liquids (for example,
nausealvomiting; dysphagia; severe candidiasis of ora mucosg, €c.).

g- DdusongHalucinations— Delusons are fixed, fase beliefs not shared by others that
the patient holds even when there is obvious proof or evidence to the contrary (for
exarple beief he or sheistermindly ill; beief that pouseis having an afair; beief that
food served by the hospital/facility is poisoned).

Hdlucnations are false perceptions that occur in the absence of any red simuli. A
helluanation may be auditory (for example, hearing voices), visud (for example, seeing
people, animds), tactile (for example, feding bugs crawling over skin), olfactory (for
example, smdling fumes), or gustatory (for example, having strange tastes).

r. Fever — Rectal temperatures above 100EFahrenheit (38ECesius) are considered
significant. Many frail paients have normdly low rectad basdine temperatures (for
example, 96E). A fever is present when the patient's temperature (EF) is 2.4 degrees
greater than the basdline temperature.

S.  Ham-ngject (inattention to one side) — For example, patient denies that their left am
belongs to them, shaves only on one Side of face, ignoresitems to their |eft.

t. Cachexia(severemdinutrition) — A condition of undernutrition and wasting that may occur
inavariety of chronic diseases and malignancies.

u.  Morbid Obesty— According to aNationd Institute of Hedlth consensus panel, a body
weight that is double (twice) the “ided” body weight of standard height-weight tables
OR 100 pounds (45 g) overweight.

Extremely obese persons are at grest risk of serious disorders, including diabetes,
hypertension, ogeoarthritis, impairment in psychosocia well-being, and death from
cardiovascular disease. (Refer to the latest (1983) Metropolitan Life Insurance
Compary sandard height-weight table below to identify idedl/desirable body weights).
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Height & Weight Table For Women

Height (in feet and inches) Small Frame Medium Frame Large Frame
4'10" 102-111 109-121 118-131
4'11" 103-113 111-123 120-134

50" 104-115 113-126 122-137
51" 106-118 115-129 125-140
52" 108-121 118-132 128-143
53" 111-124 121-135 131-147
54" 114-127 124-138 134-151
5'5" 117-130 127-141 137-155
5'6" 120-133 130-144 140-159
57" 123-136 133-147 143-163
5'8" 126-139 136-150 146-167
59" 129-142 139-153 149-170
5'10" 132-145 142-156 152-173
511" 135-148 145-159 155-176
6'0" 138-151 148-162 158-179
Height & Weight Table For Men
Height (in feet and inches) Small Frame Medium Frame Large Frame
52" 128-134 131-141 138-150
53" 130-136 133-143 140-153
54" 132-138 135-145 142-156
5'5" 134-140 137-148 144-160
5'6" 136-142 139-151 146-164
57" 138-145 142-154 149-168
58" 140-148 145-157 152-172
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Height & Weight Table For Men
Height (in feet and inches) Small Frame Medium Frame Large Frame
59" 142-151 148-160 155-176
510" 144-154 151-163 158-180
511" 146-157 154-166 161-184
6'0" 149-160 157-170 164-188
6'1" 152-164 160-174 168-192
6'2" 155-168 164-178 172-197
6'3" 158-172 167-182 176-202
6'4" 162-176 171-187 181-207
v. BEnddgage disease, life expectancy of 6 or fewer months — The intent of thisitemisto
haghtend&f awareness of the potentid terminal nature of the patient’ s condition so that
anappropriate course of care can be developed. In oné's best clinica judgement, the
patient in the final (end) stage of a disease process (for example, COPD; maignancy;
cardiac disease; Alzhemer’s disease, etc.) and has only six or fewer monthsto live.
Although it is often difficult to make such a prognosis, this judgement should ke
substantiated by a physician and the presence of adeteriorating clinical course.
w. NONE OF THE ABOVE — The patient has not experienced any of the above

conditions.

Coding:  Check dl problems present in the last three days, unless other time frames are indicated. If
none apply, check NONE OF THE ABOVE.

3.  Respiratory Conditions

Intent: Toidatify and record signs, symptoms or conditions of respiratory distress that could have
adirect or indirect affect on the patient’s ability to function, participate in rehabilitation and
on the patient’s plan of care, including discharge. More than one condition may apply.

Definition: a.

Inability to lie flat due to shortness of breath — In the last 3 days the patient reported
feding “breathless’ or short of breath (dyspneic), or has been observed to be short of
breath, while lying supine; requires more than one pillow or has the head of the bed
mechanicaly raised in order to breathe more comfortably.
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b.
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Shortness of breath with exertion — In the last 3 days the patient has reported
beooming “ bregthless’ or short of breath (dyspneic), or has been observed to be short
of bregth, even with mild exertion such as taking a bath, transferring from bed to chair,
tolleting.

Shortness of bresth at rest — In the last three days the patient reported feding
“breathless’ or short of breath (dyspneic), or was observed being short of breath, at
rest (for example, sitting, talking).

Oxygen saturation < 90 percent — In the last 3 days the patient’ s oxygen saturation
level (obtained by oximeter) was less than 90 percent (either while recelving or not
receiving oxygen therapy).

Difficulty coughing and clearing airway secretions — In the last 3 days the patient
reports or has been observed to be unable to cough effectively to expd respiratory
secretions (for example, secondary to weekness, pain) or is unable to mobilize
secretions or soutum from mouth (for example, secondary to dysphagia or pain) or
tracheostomy (for example, secondary to viscosty of sputum; inability to physicaly
remove secretions from tracheostomy entrance). Examples might include a post
abdomind surgery patient unable to cough dueto incisiona pain, or a comatose patient
that required suctioning to manage secretions.

. Recurrent aspiration — In the last 3 days a patient with a history of at least one or more
guisodesaf agpiration (ingpiration) of fluids/food/secretions, etc. into lungs, exhibits clinica
signs and symptoms of another episode.  Recurrence often occurs in patients with
swalowing difficulties or who receive tube feedings (that is esophaged reflux of somach
contents). Clinical indicators include productive cough, shortness of breath, wheezing. It
isnat necessary that there be X-ray evidence of lung aspiration for this item to be checked.

Recurent Repiretory Infection — In the last 3 days patient with a history of respiratory
infection (for example., pneumonia; bronchitis) with evidence of a recurrence (for
example, prior infection not resolved with medica intervention; infection has been
experienced multiple times).

NONE OF THE ABOVE — In the last 3 days none of the above conditions were
present.

Interview and observe the patient. Review the patient’s medica record, including
consultation reports by a respiratory therapist and laboratory data such as arteria blood
gases (ABG's), asindicated.
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Coding:  Check al conditions that were present in the last three days. If no conditions apply, check
NONE OF THE ABOVE.

4. PressureUlcars

Intent: Toidentify ad document the presence, stage and number of pressure ulcers, and, if present,
record the characterigtics (that is the Sze, exudate, and predominant tissue) of the ulcer(s).

Definition: Pressure Ulcer — Any leson caused by unrelieved pressure resulting in damage d
underlying tissue. Pressure ulcers usualy occur over bony prominences and are graded or
staged to classfy the degree of tissue damage observed (Agency for Hedth Care Policy
Research, 1992).

PressreUloa Sage — The following pressure ulcer staging definitions are consistent with
the recommendations of the Agency for Hedlth Care Policy Research (AHCPR, 1992)
and the Nationa Pressure Ulcer Advisory Pand (NPUAP, 1989). A shorter version of
these definitions appear on the form as coding options for Items H4a (highest currert
pressure ulcer stage).

a. Highest current pressure ulcer sage

. No pressure ulcer

. (Stage1l) Any areaof persastent skin redness

. (Stage 2) Patid lossof skin layers

. (Stage 3) Deep cratersinthe skin

. (Stage4) Bresksin skin exposing muscle or bone

. Not stageable (necrotic eschar predominant, no prior staging available)

g~ wWwDdNDPEFLO

PUSH (Pressure Ulcer Hedling Scale) Score — A tool to monitor pressure ulcer heding
ovatime. The PUSH Scoreis measured by assessing wound size, amount of exudate, and
characterigtics of predominant tissue. The PUSH is used in Items 4c through 4f.

(8 Highest current pressure ulcer stage

[ ntent: In conjunction with other items, to facilitate the monitoring of pressure ulcer heding a
worsening over time.

Process. Examine the patient for pressure ulcers and determine pressure ulcer sage. Without a full
body ingpection, an ulcer can be missed. If the patient has more than one ulcer, determine
which ulcer has the highest (worst) ulcer stage. This type of information may befound in
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referral records (including discharge summaries), clinica progress notes, flow sheets, ar
patient care plans. Review these records to determine the highest ulcer ever achieved for
any ulcer the patient currently has.

Coding:  Record the highest (worst) current pressure ulcer stage.  If the predominant tissue of the
ulcer is necrotic eschar, prohibiting accurate staging, code “5”, Not Stageable (necrotic
exchar predominant; no prior staging available). If the patient has no pressure ulcers, record
“0” (No pressure ulcers) in the box provided.

(b)  Number of current pressure ulcers

Process. Examine the patient for pressure ulcers. Without a full body ingpection, an ulcer can be
missed. COUNT the number of pressure ulcers.

Coding:  Recodthenumber of pressure ulcers, including ulcers that cannot be accurately staged (that
is, if the predominant tissue of the ulcer is necrotic eschar). If the patient has no pressure
ulcers, record “0” (No pressure ulcers) in the box provided.

(cf) PUSH Scae (Items c through f)

Thenextfou items (c through f) represent the PUSH Scale 3.0 developed by the Nationa Pressure Ulcer
Advisory Pand (NPUAP, 1998) to monitor pressure ulcer heding over time. For purposes of this
assessment there are three important things to remember for this section:

» ThePUSH Scde (items*“c” through “f”) can only be calculated for ulcers of Stage 2 and higher OR for
uaaswhaenecrotic eschar is the predominant tissue. If highest pressure ulcer stageis“0” or “1”, enter
codeof “0” inc, d, e andf.

» Sdlect the LARGEST ulcer. Note: The largest ulcer may not necessarily be the ulcer with the highest
ulcer stage.

* Although the PUSH Scde was designed to evauate the hedling of a pressure ulcer, its use in this
assessment is to provide a “snapshot” of the gtatus for the largest ulcer present a the time of the
assessment. When tracked over time, we can know the highest PUSH score that characterizes the
patient’ s pressure ulcer gatus.

(©) Length multiplied by width (open wound surface area)
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Materids. Y ou will need a centimeter ruler to measure the surface area of an open wound. Although
it' s not necessary, it isaso helpful to use a cdculator for multiplying ulcer measurements to
caculate the total open wound surface area.

Process. + Usng acentimeter ruler, measure the greatest length (head to toe) and the greatest width
(9detogde) of the ulcer margins (for example, the edges of the “open” areas). If necrotic
eschar is the predominant tissue and the ulcer is not “open”, measure from edge to edge
of the eschar.

 Mutipy these two measurements (length x width) to obtain an estimate of the surface area
inguarecentimeters (cmP). Do not guesst Always use a centimeter ruler and dways use
the same method each time the ulcer is measured.

Coding:  Recordthenumber that corresponds to the largest pressure ulcer’ s open wound surface area
using the following codes:

0cn?
<0.3cn?
0.3-0.6 cn?
0.7-1.0cn?
1.1-20cn?
2.1-3.0cn?
3.1-4.0cn?
4.1-8.0cn?
8.1-12.0cn?
. 12.1-240cn?
10. > 24 cn?
(d) Exudate amount

©o NGOk WDNREO

Process. Edimate the amount of exudate (drainage) present after removal of the dressng and before
gpplying any topica agent to the ulcer for the sdlected (largest) pressure ulcer.

Coding:  Record the response that best estimates the amount of exudate (drainage).

None
Light
Moderate
Heavy

wbh ko

(e) TissueType



HCFA-1069-P db October 11, 2000 BBB 97

Process.  Ingpect the sdlected (largest) pressure ulcer and note the tissue that occupies the mgjority of
the ulcer bed. Divide the ulcer bed into four imaginary quadrants, each representing about
Y, of the origind ulcer surface. Edtimate the portion or amount of each tissue type on the
ulcer. Determine the predominant tissue type on the ulcer.

Coding:  Record the response that describes the most predominant tissue type.

0. Closed/Resurfaced — The wound is completely covered with epithelium (new skin.

1. Epthdid Tissue— For superficid ulcers, new pink or shiny tissue (skin) that growsin

from the edges or asidands on the ulcer surface.

Grandaion Tissue — Pink or beefy red tissue with a shiny, moist, granular appearance.

3. Slough — Yédlow or white tissue that adheres to the ulcer bed in strings or thick
clumps/or is mucinous.

4. Nexdic tissue (eschar) — Black, brown or tan tissue that adheres firmly to the wound
bed or ulcer edges and may be ether firmer or softer than surrounding skin.

N

(f) Tota PUSH (Pressure Ulcer Hedling Scale) Score

Process.  Add up the scores from Items H4c (open wound surface areg) + H4d (exudate amount) +
H4e (tissuetype). This sum represents the total PUSH Score,

Coding:  Record the number that represents the Total PUSH Score in the box provided.
5. Other Skin Integrity
(@ Number of sags ulcers (in the last 24 hours)
Definition: Stasi's ulcer — An open lesion, usudly of the ankle or lower third of the lower extremities,
caussd by dronic venous gags or insufficiency. In the medica record one may aso find this
type of ulcer referred to asa“venous ulcer” or ulcer related to periphera vascular disease

(PVD).

Process. Examine the patient and review the clinica record. COUNT the number of stasis ulcers
present in the last 24 hours.

Coding:  Record the number of stasis ulcersin the box provided. If there are no sasis ulcers, code
a“0" inthe box.

(b)  Number of surgica wounds (in the last 24 hours)
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Definition:  Surgica wounds — Includes healing and non-healing, open or recently closed (Snce onset

Process:

Coding:

of precipitating event in A7a) surgica incisons, skin grafts or drainage Stes on any part of
the body. This category does not include hedled surgical Sites or fomas.

Examine the patient’ s body and COUNT the number of surgical wounds present in the last
24 hours.

Reoord thenumber of surgica wounds in the box provided. If there are no surgica wounds,
codea“0’ inthe box.

(©) Ulcer resolved or heded in last 90 days

Definition: Ulcer — For this item, the term ulcer refers to ANY lesion caused by pressure (that is,

Process:

Coding:

pressure ulcer; bedsore; decubitus ulcer) or venous stasiginaufficiency (that is, stasis ulcer).

Reviewthe patient’s clinica record over the last 90 days for documentation of the presence
of a pressure or stasis ulcer that has been heded (that is, closed/resurfaced; new tissue
entirely coversthewound). Vdidate findings by examining the patient’ s body.

Record the most gppropriate response to indicate that the patient had an ulcer that was
resdived or heded in the last 90 days. If the patient did not have an ulcer that resolved in the
last 90 days, useacode of “0” inthebox. Note: The patient may gtill have other ulcersin
various stages of hedling.

0. No, or never had ulcer 1. Yes

6. Other Skin Problems or Lesions Present

Intent:

To document the presence of skin problems other than ulcers or surgical wounds, ad
conditions that are risk factors for more serious problems.

Definition: a. Burns (second or third degree) — Includes burns from any cause (for example., hest,

dedricity, chemicds, radiation, or gases) that affects skin degper than the epidermis or
outermost layer of skin. This category does not include first degree burns (changesin
skin color only).

b. Openlesions other than rashes, cuts (for example, cancer lesions, ulcers) — Any open
area of the skin unrelated to pressure, venous stasis, surgery, trauma or rashes.
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Process:

Coding:

Intent:

c. Rashes — Indudes inflammation or eruption of the skin that may include change in
color, spotting, blistering, etc. and symptoms such as itching, burning, or pain. Record
rashesfromany cause (for example, eczema, heat, drugs, bacteria, fungus, viruses [such
as herpes zogter, chicken pox], parasites [such as scabies, lice], contact with irritating
substances such as urine or detergents, dlergies, etc.). Intertrigo refers to rashes
(dermatitis) within skin folds,

d. Skintearsor cuts (other than surgery) — Any traumatic bresk in the skin penetrating
to subcutaneous tissue not caused by surgica puncture or incison. Examplesinclude
lacerations, punctures wounds, etc.

e. NONE OF THE ABOVE.

Review the patient's record for documentation of impairment of this type. An obvious
exanple of a patient with this problem is someone who is comatose. Other patients at high
risk include those with quadriplegia, paraplegia, hemiplegia or hemiparess, peripherd
vascular disease and neurologica disorders.

A thepetient if he or she has any problem areas. Ask the nurse assstant and examine the
peiet. Review the patient's record. Y ou are assessing for skin problem areas present over
the last 24 hours.

Chek dl thet gpply for thelast 24 hours. If there is no evidence of such problemsin the last
24 hours, check NONE OF THE ABOVE.
Section |.
Pain Symptoms

The intent of this section is to identify other hedlth conditions that have an impact on the
patient’ s qudity of life, heath risks, and plan of care, including the discharge plan.

1.  Pan Symptoms

Intent:

Toevduateadrecord the presence, frequency and intensity of pain and how it is managed.
Pain can impact the patient in many ways, including affecting his or her ability to meet
edablided gods. It isessentid that pain is assessed and an effective pain management plan
putinpace in order to optimize the patient’ s recovery and qudity of life. Items|1athrough
I1brde to paininthelast 3 days. Initem I1c, how the patient’s current perception of pain
comparesto pain satus prior to precipitating event (item A7a). For care planning purposes
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Definition:

Process:

Coding:

theseitemns can be used to determine the characteristics of the patient’s pain and to monitor
his or her response to pain management interventions.

Pan— pain refers to any type of physica pain or discomfort in any part of the body. Pain
may be localized to one area, or may be more generdized. It may be acute or chronic,
continuous or intermittent (comes and goes), or occur at rest or with movement. The pain
expaiareis very subjective; pain iswhatever the patient saysit is. If the patient complains
of pain, record that pain is present.

Panassessment may depend on the observation of others (that is, cues), either because the
patient does not complain, or is unable to verbaize or describe symptoms.

This evauation is based soldly on the patient’s perception of pain, or in cases where the
patient has limited ability to communicate, Saff’s interpretation of behaviors that might
indicate pain. Ask the patient to categorize the highest level of pain they have experienced
over each time period.

A thepetient if he or she has experienced any pain or discomfort in the last three days and
ask him/her to describeit. If the patient states he or she has pain, take his or her word for
it. Painisasubjective experience.

Observe the patient for indicators of pain. Observation is particularly important in patients
whoare unable to communicate their experiences of pain. Indicators may include moaning,
crying, and other vocdizations, wincing or frowning and other facia expressions; or body
posture such as guarding/protecting an area of the body, lying very ill or decreasing usud
activities (to prevent pain from occurring).

In severely cognitivey impared patients, the pain experience is paticularly difficult ©
dsoan. For example, in patients who cannot verbdize that they are feding pain, discomfort
may be manifested by behaviors such as cdling out for help, pained facid expressions,
refusing to eat, or sriking out at a nurse assistant who tries to move them or touch a body
pat. Although such behaviors may not be soldly indicative of pain, code for the frequency
and intengty of symptomsiif in your best dinica judgement it is possible that the behavior
could be caused by the patient experiencing pain.

Ask nurse assistants and therapists who work with the patient if the patient had complaints
or indicators of pain the last three days.

For eech of thefollowing items (11a through 11b) code for the HIGHEST LEVEL OF PAIN
the patient experienced in the last three days, even while receiving trestments.
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FREQUENCY — Measures how often the patient experiences pain (reports or shows
evidence of pain).

Codes: 0. Nopan
1. Panlessthan daly
2. Dally - angle shift
3. Daly - multiple shifts

INTENSITY — Measures the level of pain as the patient perceives it (described or
manifested by the patient). Use the following scde to indicate the level of pain
experienced:

Codes: 0. Nopan
1. Mildpain — Although the petient experiences some (“alittle”) pain he or
sheisusudly ableto carry on with daily routines, socidization, or deep.
2. Moderate pain — Patient experiences “amedium” amount of pain.
Severe pain — Peatient experiences intense pain.
Times when pain is horrible or excruciating — Worst possible pain the
person can imagine.

> w

CURRENT PAIN STATUS as compared to pain status prior to precipitating event item
(A74Q). Patient's experience of pain NOW as compared to pain status prior D
precipitating event. Note: If the patient has no pain now and no pain prior b
precipitating event (item A7a), code “0”, same.

Same

Better

Worse

UNKNOWN — The patient is unable to describe how the pain compares OR there
isro available information in the clinical record or viafamily or professond caregivers.

Section J.
Ord/Nutritiona Status

Ord Problems

Intent:

To record any ord or nutritiond problemsin the last 3 days.
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Definition: a. Chewing Problem — Inability to chew regular food easly and without pain or

Process:

Coding:

difficties regardless of cause (for example, poor mastication, immobile jaw, recent ora
surgery, temporomandibular joint pain, decreased sensation/motor contral).

b. Dental Problem — Upon exam and interview of the patient, problems with teeth are
identified (for example, ill - fitting or lack of dentures, painful tooth, poor dental hygiene).

Examine and interview the patient — this is the crucid part of the process, without this
examirgion, ora problems often go undetected. Review clinical records. Talk to the nurse
assistants who have recently helped the patient with his’her ADL’s.

Record the most appropriate response in the box provided. Code*0” for No and “1” for
Yes.

2. Swdlowing

Intent:

Process:

Coding:

The ability to swalow safely can be affected by many disease processes and functional
decline. Alterationsin one's ability to swalow can result in choking and aspiration, both of
which can cause morbidity and mortaity. Often patients with swalowing difficulties require
dtered conggaties of food and fluids OR may not be able to ingest nutrition by mouth. This
item details the diet condstencies and modifications in place to address swallowing
difficulties.

Observe patient. Review the patient’s clinica record, including MD, dietitian and Speech
Language Pathology notes if gpplicable.

Using the codes provided, indicate which item best describes the dietary prescriptions to
address swdlowing difficulties.

0. Norma — Safe and efficient swalowing of al diet condstencies

1. Requires diet modification to swalow solid foods (mechanicd diet or able to ingest
specific foods only)

2. Requires modification to swalow solid foods and liquids (puree, thickened liquids)

Combined ard and tube feeding [tube feeding (viaNGT, GT, JT), and some ord intake]

4. No ora intake (NPO)

w
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3. Heght and Weight

Intent: Toedablish aheight and weight in order to monitor nutrition and hydration Status over time,
to establish a basdline to monitor changes in weight over time.

Process. Basewaght on the most recent measure in the last 3 days. Utilize your facility’ s slandard of
practice to ensure condstency in measuring weights (for example,. in am. after voiding,
before breskfast, with shoes off and in night clothes).

Coding:  Recordin“box a” - Height ininchesand in “box b” - Weight in pounds.

4.  Weight Change

Intent: To assess any presence of weight loss or gain.

Process. Review dlinica record, weight records, and dietary notes to assess weight history. Since
patient may have only been in your facility afew days, it may be difficult to obtain accurate
factud information. Utilize patient and family interview to determine gppropriate coding.

a Waeght Loss

Definition: Weight loss in percentages (for example, 5 percent or more in last 30 days).

Process. New admisson — Ask the patient or family about weight changes over thelast 30 days.
Consult phydscian, review trandfer documentation and compare with admisson weight.

Cdculate weight loss in percentages during the specified time periods.

Current patient — Review the clinical records and compare current weight with weights
of 30 days ago. Cdculate weight lossin percentages during the specified time periods.

Coding: 0.  Noor unknown
1. Yes planedloss
2. Yes unplanned loss
b. Weght Gan

Definition: Weight gain in percentages (for example, 5 percent or more in last 30 days).
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Process. New admissons— Ask the patient or family about weight changes over the last 30 days.
Consult physcian, review transfer documentation and compare with admisson weight.
Cdculate weight gain during the specified time periods.

Current weight — Review the dlinicd records and compare current weight with weights of
30 days ago. Cdculate weight gain during the specified time periods.

Coding: 0.  Noor unknown
1.  Yesplannedgan
2. Yes unplanned gain

5. Paenterd or Enterd Intake

Intent: To record the proportion of al caories received, and the average fluid intake, through
parentera or tube feeding in the last 3 days.

a. Theprgpartiondf total calories the patient received through parenterd or tube feedingsin last 3 days.

Definition: Propartion of total calories received — the proportion of al caories ingested during the last
3 days that the patient actualy received (not just ordered) by parentera or tube feedings.
Determined by caorie count.

Process: Reviewvdincd record, particularly the intake flow sheets. Consult with the dietitian who can
derive a caorie count received from parentera or tube feedings.

Coding:  Code for the best response. If the patient took no food or fluids by parentera or tube
feedings, or took just sips of fluid, code “0" (None).

None

1 percent to 25 percent
26 percent to 50 percent
51 percent to 75 percent
76 percent to 100 percent

ApODNPO

b. Average fluid intake per day by 1V or tubein last 3 days

Definition: Average fluid intake per day by 1V or tube in last 3 days refers to the actud amount of fluid
the patient received by these modes (not the amount ordered).
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Process. Reviewthe Intake and Output record from the last 3 days. Add up the total amount of fluid
received each day by |V and/or tube feedings only. Divide the tota fluid intake during this
time by 3. Thiswill give you the average of fluid intake per day.

Coding:  Code for the average number of cc's of fluid the patient received per day by 1V or tubein
last 3 days.

Codes. 0. None

to 500 cc/day

501 to 1000 cc/day
1001 to 1500 cc/day
1501 to 2000 cc/day
2001 or more cc/day

abkowbdPRE

Section K.
Procedures/Services

Intent: Todocument the service, treatments, procedures and devices the patient received over the last
3 days.

1. Clinicd Vidts and Orders

Intent: To document the number of physician, nurse practitioner, and physician assgtant vists in
which the patient was examined and notes written, as well as the number of order changes
inthe lagt 3 days.

Process. Review the medicd record, including physician, nurse practitioner, and physician assistant
orders over the last 3 days. See specific processes under each of the following definitions:

Definition: a. Tad number of physician vidts (by attending, consultant, etc.) in which the patient was
examined and MD notes written — This category aso includes any primary care o
conaulting osteopath, podiatrist or dentist. Review the medicd record and add up the
total number of physician vists the patient had in the last three days. Count only those
whearethepatiat was actudly seen and examined/assessed by the physician as indicated
by physcian notes spedificdly indicating findingsresults of the examination
Examination/assessment may be a partid or full exam that occurs a the facility a
physician’s office/clinic. This category does not include exams conducted in an
emergency room.
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Number of times physcian or nurse practitioner caled to bedside for emergency (for
example, cardiorespiratory arrest, hemorrhaging, to evauate change in condition) —
Onceagain the physician category aso includes bedsde visits for emergencies by MD,
osteopath, podiatrist, or dentist.

Numbe of nurse practitioner (NP) visitsin which patient examined and notes written —
Review the medicd record and add up the total number of NP visits the patient had in
the last 3 days. Count only those where the patient was actualy seen ad
examined/assessed as indicated by NP notes specificdly indicating findings/results of the
examingtion.

Number of physician assgant (PA) vistsin which patient examined and notes written
— Review the medical record and add up the total number of PA vidts the patient had
in the last 3 days. Count only those where the patient was actudly seen and
examnafassessed as indicated by PA notes specificdly indicating findings/results of the
examingtion.

Number of new or changed orders — Includes written, telephone, fax, or consultation
orders for new or dtered treatment. Does NOT include admission orders, return
admissonorders or renewal orders without changes. Does include ordersfor lab tedts.
Review the physician order sheet in the medica record and add up the totd amount of
new or changed orders by M.D., osteopath, podiatrist, dentist, NP or PA.

For each clinicd vigit or order, record how often it was provided to the patient in the last 3
days.

2.  Treatments and Services

Intent:

To document the following:
e Cdum A — over the last 3 days, code for treatment frequency [ether daily (Code 3)

or lessthan daily (Code 2) or ordered, not yet implemented (Code 1)].

* Column B — Record whether patient will recelve service after discharge.

Process: CdumnA— Review patient’s plan of care with the primary caregiver, and review the current

medicd record, referra information and hospital discharge summary. Use the following coding
indrudionstoindicate how often each of these services was provided in the last 3 days. Note:
These treatments and services must either be ordered by a physician or performed by a
licensed professona and documented appropriately.
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Coding:

Cdumn B— Thiscdumn isto be completed ONLY at the discharge assessment (Item AA3
= 5). Review the patient’s plan of care with the primary caregiver, and review the current
medica record. Use the coding ingtructions for Column B (below) to indicate whether the
patient will recelve the serviceftrestment after discharge.

Cdum A — For each treatment or service indicate how often it was provided to the patient
inthe last 3 days. If none of these treatments were provided, check NONE OF ABOVE
(Item K2aA, located in the bottom right hand corner of Section K2, Treatments and
Savioss). For any activity that did not occur, or was not ordered, leave the box next to that
item blank. Code for most intense treetment on any one day using the following codes:

[Leave blank] if treatment did not occur, not ordered

Code“1” If thetreatment was ordered, but has not yet been implemented
Code“2” If the treetment occurred lessthan daily

Code“3” If the treetment occurred daily

Cdumn B — For each treatment or service (*a’ through “ah”) indicate whether the patient
will receive it after discharge. Leave “Blank” for No, Code “1” for Yes. Thisinformation
IS obtained on a Discharge Assessment only.

Definition: MEDICATION RELATED

a. Diabdic management — Involves avariety of activities centered around stabilization of
blood sugar, induding determining diding scale insulin dosages, and blood sugar
monitoring. In order to use codes 1-3 in Column A, there must be documentation of
dengesintype of insulin, insulin dosing, or reports/documentation of blood sugar leves.

b. Injections — Subcutaneous, intramuscular, or intraderma injections of any type o
medication, antigen, or vaccine. Although antigens and vaccines are consdered
“biologicds’ and not medication per s, it isimportant to track when they are given in
order to monitor for systemic reactions. This category does not include intravenous
fludsarmedcations. If the patient received IV medications, record in Item K2c. If the
patient received 1V fluids, record in Item J5b).

c. |V antibiotic¥medications — Adminigration of antibiotics or other medications by
means of infuson therapy. Includes any drug or biologica (for example, contrast
materid) given by intravenous push or drip through a centra or peripherd port. Does
not include asdine or heparin flush to keep a heparin lock patent, or 1V fluids without
medication.
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SKIN TREATMENT

d. Apdicaiondf dressing — Includes dry gauze dressings, dressings moistened with sdine
or other solutions, transparent dressngs, hydrogd dressings, and dressings with
hydrocolloid or hydroactive particles.

e. Apdicationaf ointments, topicad medications — Includes ointments or medications used
to tret a skin condition (for example cortisone, antifungal preparations,
dhamatherapeutic agents, etc.). This definition does not include ointments used to treat
non-skin conditions (for example, nitropaste for chest pain).

f. Debridement (chemica or surgicad) — Chemica debridement is the process of removing
dirt or dead tissue from a wound or burn usng chemica agents or dressing change
products to promote wound hedling. Surgica debridement is the process of surgicaly
removing dirt or dead tissue from awound or burn to promote wound hedling.

0. Nutritiona/hydration intervention to manage skin problems — Any nutritional
intervention whose purpose is to promote wound hedling (for example, high protein
drinks, TPN/PPN).

h.  Pressure relieving bed/chair — Pressure rdieving devices for the bed include air
fluidized, low airloss therapy beds, flotation, water, or bubble mattress or pad placed
on the bed. Do not include egg crate mattresses in this category. Pressure relieving
devices for the chair include gd, air (for example, Roho) or other cushioning placed on
achair or whedcharr. Do not include egg crate cushions in this category.

i. Tuming and repositioning — Includes a continuous, consistent program for changing the
patient’ s position and redigning the body.

j. Ulo Care — Includes any intervention for treating an ulcer a any ulcer dage. Examples
indude use of dressings, chemicd or surgicd debridement, wound irrigations, and

hydrotherapy.

k. Wound care (surgica) — Includes any intervention for tregting or protecting any type
of surgica wound. Examples of care include topica cleansing, wound irrigation,
application of microbid ointments, dressings of any type, suture remova, and warm
soaks or heat application.

MANAGEMENT OF HEALTH PROBLEMS
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|. Bladder traning — A planned program aimed at assessing and treating bladder

m.

incontinence.

Shaduledtoileting — A plan whereby staff members at scheduled times either take the
patient to the toilet room, or give the patient aurinal, or remind the patient to go to the
toilet. Includes habit training or prompted voiding.

Bowd program — A planned program aimed at treeting bowel incontinence. A bowel
program dso includes a program of planned bowd dimination as with patients with
spind cord injury.

Cadiac monitoring/Rehabilitation — Cardiac monitoring includes dectrica surveillance
of heart rates and patterns ether through EKG or tedlemetry. Rehabilitation is a
formalized program focusing on regaining function and endurance that has been limited
by either achronic or acute cardiac disease.

Cast(s) — A device used to immobilize limbs or joints to promote hedling or as a
trestment for various musculoskeleta problems.

Continuous or bi-level positive airway pressure (CPAP or BiPAP) — Assdive
bregthing device which provides the patient with a continuous flow of ar throughout the
breathing cycle.

Drans(cutaneous drains and other drains) — A heavy gauged tube used to remove air,
fluid, or exudate from abody cavity or wound (exclude chest tubes).

Didyss (includes hemodiays's and peritoned didyss) — Hemodidysisis amethod for
removing unwanted byproducts from the blood of patients with rena insufficiency or
falure through the use of amachine (dialyzer). Peritoned didyss (CAPD) isamethod
o removingunwarted by-products from the body through the indtillation of didysate into
the peritoned cavity and using the abdomind wall as afilter.

t. Entera Feeding Tube — Any tube inserted into the gastrointestind tract for the purpose
of nutrition, hydration, or medication adminigration. (This includes, jgunostomy,
gastrostomy, and PEG tubes).

u.

IV line-Centra — A catheter which is placed in the more “centra” veins such &
subclavian, jugular, or superior vena cava, for the purpose of monitoring, and
admindration of medications and fluids. This item indludes the insartion, discontinuation,
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and maintenance of this IV line, induding dressing changes, evauation for patency,
assessment for adverse effects (for example, infection), and flushes.

IV line-periphera — A catheter which in placed in a periphera vein (usualy hand or
arm) for adminigration of medications and fluids. This item includes the insertion,
discontinuation, and maintenance of this1V line, including dressing changes, evauation
for petency, assessment for adverse effects (for example, infiltration; infection; cdlulitis)
and flushes

NG feeding tube — A tube inserted through the nose and extending into the ssomach.

Oxygen — Either the intermittent or continuous use of oxygen to support, promote or
maintain vital functions and comfort.

Panmenegamat other than drugs — Any documented non-pharmaceutica intervention
designed to decrease or dleviate pain. Examples may include (but are not limited to)
acupuncture, relaxation therapy, hypnoss, TENS therapy.

Suctioning-ora/nasopharyngeal — Removing secretions or other matter from the
respiratory system through the mouth or nose.

Sdioning-trachea — Removing secretions or other matter from the respiratory system
through a tracheostomy.

Tracheodomy care — The process of maintaining a clean and functioning tracheostomy,
includes assessang the surrounding skin, changing dressing around tracheostomy tube,
cleaning and changing inner cannula, monitoring cuff pressures, and securing the
tracheostomy tube,

Transfuson(s) — Giving whole blood or blood component (for example, red blood
cells) to replace blood loss through injury, surgery, or disease.

Vatilator or respirator — Assures adequate ventilation in patients who are, or who may
become, unable to support their own respiration. Includes any type of eectricdly or
pneumatically powered closed systern mechanical ventilatory support devices.

Ventilator weaning — Any patient who was in the process of being weaned off the
ventilator or respirator in the last 3 days should be coded under this definition.
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a. Family training in assistance to patient in hedlth measures or sKills required after return
tothecommunity — Any documented family teaching to support the patient’ s discharge
home. Examplesindude, but are not limited to, observing for sgns of declining hedth
(for example, hypoglycemia; cognitive change; new or worsening urinary incontinence);
adminigtering medications, observing for drug side effects or adverse drug reactions;
providing osomy care or dressing changes, coaching strength training exercises,
assiging in transferring and locomotion; providing appropriate verba/physica cues for
feding; how to labdl closats and drawers so patient can retrieve clothes, application of
behaviord management techniques; when to report change or request assistance.

ag. Pdient training in hedlth maintenance or skills required after return to community — Any

documented patient teaching to support the patient’ s discharge home. Examplesinclude,
but are not limited to, recognizing and reporting sgns of declining hedth (for example,
hypoglycemia cognitive change;, new or worsening urinary incontinence); <df-
admingration of medications; recognizing and reporting drug sSde effects or adverse drug
reaction; recording adherence to strength training exercises, sef-ostomy care; how the
Lifeline emergency response system works, how to access hep in an emergency.

ah. Design and implementation of discharge plan — Discharge plan developed by the

a.

interdisciplinary team; includes making the necessary arrangements and contacts with
community services.

NONE OF THEABOVE — Codeif the patient has received NONE of the treatments
or services above.

3. Nursing Practice or Restorative Care

Intent:

To determine the extent to which the patient receives nursing rehabilitation or restorative
services from other than specidized thergpy daff (for example, occupationa therapidt,
physcd therapidt, etc.). Rehabilitative or restorative care refers to nurang interventions that
promote the patient's ability to adapt and adjust to living as independently and safely asis
possible. This concept actively focuses on achieving and mantaining optima physicd,
menta, and psychosocid functioning.

ill practice in such activities as walking and mohility, dressng and grooming, egting and
swallowing, transferring, amputation care, and communication can improve or mantan
function in physica abilities and ADLs and prevent further imparmen.
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Definition:

Definition:

Rehabilitation/restorative care — Included are nursing interventions that assist or promote
the patient's ability to atain his or her maximum functional potential. This item does not
indudeproosdures or techniques carried out by or under the direction of qualified therapists,
as identified in item K4. In addition, to be included in this section, a rehabilitation a
restorative practice must meet dl of the following additiond criteria:

» Measurable objectives and interventions must be documented in the care plan and in the
clinica record.

» Evidence of periodic evauation by licensed nurse must be present in the clinical record.

* Nurse asssantsaides must be trained in the techniques that promote patient involvement
in the activity.

» Theseadivities are carried out or supervised by members of the nuraing staff. Sometimes
uder licensed nurse supervision, other staff and volunteers will be assigned to work with

specific patients.

* Thiscategary does not include exercise groups with more than four patients per supervisng
helper or caregiver.

a. Range of motion (passve) — The extent to which, or the limits between which, a part
of the body can be passvely moved around a fixed point, or joint. Passive range of
maionexadseis a program of movements to maintain flexibility and useful maotion in the
joints of the body.

b. Raged notion (active) — Exercises performed by a patient, with cuing or supervison
by staff, that are planned, scheduled, and documented in the clinica record.

c. Splint or orthotic assistance — Assistance can be of 2 types 1) where staff provide
verbal and physica guidance and direction that teaches the patient how to apply,
menipuae and care for an orthotic device or splint, or 2) where staff have a scheduled
program of gpplying and removing a splint or brace, assess the patient’s skin and
aradaion under the device, and reposition the limb in correct dignment. These sessons
are planned, scheduled, and documented in the clinical record.

Tranngand il practice — Activities including repetition, physica or verba cuing, and task
sgmataion provided by any staff member or volunteer under the supervision of alicensed
nurse.
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Process:

Coding:

d. Bedmoahlity — Activities used to improve or maintain the patient’s self-performance in
moving to and from alying postion, turning Sde to Sde, and pogtioning him or herself
in bed.

e. Bladder/Bowd - Activities used to improve or maintain the patient’ s self-performance
in bladder and bowel evacuation (includes ostomy care).

f. Trander— Adivities used to improve or maintain the patient's saf-performance in moving
between surfaces or planes either with or without assistive devices.

g Walking — Activities used to improve or maintain the patient's saf-performance in
walking, with or without asstive devices.

h. Dressing or grooming — Activities used to improve or maintain the patient's sdf-
performance in dressng and undressing, bathing and washing, and performing other
persona hygiene tasks.

i. Eating or swdlowing — Activities used to improve or maintain the patient's sdf-
performance in feeding onesdf food and fluids, or activities used to improve or maintain
the patient's ability to ingest nutrition and hydration by mouth.

j. Amputation/prosthes's care — Activities used to improve or maintain the patient's sdlf-
performance in putting on and removing a prosthesis, caring for the prosthess, ad
providing appropriate hygiene at the sSite where the prosthesis attaches to the body (for
example, leg sump or eye socket).

k. GCommunication — Activities used to improve or maintain the patient's self-performance
in usng newly acquired functional communication skills or asssting the patient in using
resdua communication skills and adaptive devices.

Review the clinica record and the current care plan. Consult with facility staff. Look for
rehehlitetion, restorative care schedule, assgnment, and implementation record sheet on the
nursng unit.

For the last three days, enter the number of days on which the technique, procedure, o
activity was practiced for atotal of at least 15 minutes during each day (24-hour period).
The 15 minutes does not have to occur dl at once. Remember that persons with dementia
learn skills best through repetition that occurs multiple times per day. Review for each
adivity thraughout the 24-hour period. Enter zero “0” if none, or if the service was provided
for lessthan 15 minutes per day in the last 3 days.
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4.  Therapy Services

Intent:

This item involves therapies that occurred after admission to the facility and meet the
following criteriac (1) were ordered by a physician, (2) were performed by a qudified
thergpidt (that is, one who meets state credentiaing requirements) OR (3) were performed
by therapy assistant under the direction of the thergpist.

Thethergoy treetment may occur either indde or outside the facility. Includes only therapies
based on atherapist's assessment and treatment plan that is documented in the patient's
clinical record.

Toreoordthe(A) total number of days trestment was ordered in the last 3 days, (B) number
of days adminigtered (for 15 minutes or more), (C) totd number of minutes each of the
fdloning therapies was provided in the last 3 days (or ordered if days administered =0 and
daysordared >0), and (D) whether the patient will receive the service after discharge. Note:
Inorder for thergpy minutes to be recorded in the most precise 15 minute increment, either
thephyscian's order or the thergpist's plan of care must indicate minutes of therapy ordered
by the physician or recommended in the thergpist's plan of care.

Definition: a. Speech-language pathology, audiology services — Services that are provided by a

qualified speech-language pathologist.

b. Oocoupetiond thergpy — Therapy servicesthat are provided or directly supervised by
a qualified occupationd thergpist. A qudified occupationd thergpy assstant may
providetherapy but not supervise others (aides or volunteers) giving therapy. Include
services provided by a qudified occupationa thergpy assistant who is employed by
(or under contract to) the facility only if he or she is under the direction of aqudified
occupationa therapist.

c. Physca therapy — Therapy services that are provided or directly supervised by a
quifiedphysica therapist. A quaified physicd therapy assstant may provide therapy
but nat penvise others (aides or volunteers) giving therapy. Include service provided
by aquelified physica therapy assistant who is employed by (or under contract to) the
facility only if he or sheis under the direction of a qudified physicd thergpis.

d. Respiratory therapy — Included are coughing, deep breathing, administration d
hested nebulizers, aerosol trestments, and mechanica ventilation, etc., which must be
provided by a qudified professond (that is, trained nurse, respiratory therapist). This
item does not include use of hand-held medication digpensers. Count only the time
that the qudified professona spendswith the patient. For high intensity respiratory
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patients who receive 24E respiratory care, have a discussion with the therapist to get
an esimate of the actual amount of time spent at the bedsde providing care.

e. Pyddagca thergpy by any licensed mentd hedth professona — Thergpy given by
ay lioessd matd hedth professond, such as apsychiatrist, psychologigt, psychiatric
nurse, or psychiatric socia worker.

f. Thergpeutic recreation — Therapy ordered by a physician that provides therapeutic
dimuaion beyond the generd activity program in afacility. The physician’s order must
indude a statement of frequency, duration and scope of the trestment. Such therapy
musgt be provided by a state licensed or nationdly certified Therapeutic Recregtion
Specidis or Therapeutic Recreation Assstant. The Thergpeutic Recreation Assistant
must work under the direction of a Therapeutic Recreation Specidis.

Process. Review the patient's clinica record and consult with each of the qualified thergpists.

Coding:

For Boxes (Columns) A, B and C count only post-admission therapies (given in or outsde
the fadility).

Column A: Daysardered — In the first column, enter the number (#) of days the treatment
was ordered during the last three days. Enter “0” if none. Maximum codeis
Hgl.

Column B: Days administered — In the second column, enter the number (#) of daysthe
therapy was administered for a least 15 minutes or more in the last three days.
Enter “0” if none. Maximum codeis*®3".

Column C: Minutes ddivered — In the third column, enter the tota number (#) of minutes
the particular thergpy was provided in the last 3 days. The time should include
only the actud trestment time (not time waiting, writing reports, or conducting
an evauation). Enter total number of minutes ordered if days administered
(K4B) = 0 and days ordered (K4A) > 0. Enter “0” if the therapy was not
ordered or administered. [Note — Enter cumulative time over al 3 days even
when tota time on aday (or days) was less than 15 minutes|.

Column D: Post Discharge Therapy — Code at discharge assessment only (A3=5).
Record whether the patient will receive the thergpy service after discharge.
Code“0” for No, or “1” for Yes. Thisinformation is obtained on a Discharge
Assessment only.
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5. Devices and Redtraints

Intent: To record the frequency, over the last three days, with which the patient was restrained by
any of the deviceslisted below at any time during the day or night.

Definition: This category includes the use of any device (for example, physica or mechanica device,
materid, or equipment attached or adjacent to the patient's body) that the patient cannot
easlly remove and that redtricts freedom of movement or normal accessto his or her bodly.
If deviceisused asan “endbler,” you gill must code device in thisitem.

a. Rl bdrals— Full rails may be one or morerails dong both sides of the patient’ s bed
that block three-quarters to the whole length of the mattress from top to bottom. This
ddinionalso includes beds with one side placed againgt the wal (prohibiting the patient
from entering and exiting on that Sde) and the other side blocked by afull rail (one or
more rails). A vel screen (used in pediatric units) or vell bed is included in this
category.

b. Other types of side rails used (for example, one-sde hdf rail, one-sde full rail, two-
Sded hdf rails).

c. Tk restraint — Includes any device or equipment or materid that the patient cannot
easily remove (for example, vest or waist restraint).

d. Char prevents risng — Any type of char with locked lap board or chair that places
patient in a recumbent pogition that redtricts risng or achair that is soft and low to the
floor (for example, bean bag chair). Includes “comfort cushions’ (for example, lap
buddy), “merry wakers.”

Process: Check the patient's clinica records and restraint device flow sheets. Consult nursing steff.
Observe the patient.

Coding:  Foreschdevicetype, enter the code that best describes the pattern of restraint or device use
for the last 3 days:
0. Not usad in last three days

Used, but used less than daily in last three days

Daily use - night only in the last three days

Dally use - daysonly in the last three days

Night and day use, but not congtant use in the last three days

Congtant use for full 24 hours (with periodic release) during the last three days

akrowdDPE
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Intent:

Section L.
Functional Prognosis

A mgor god of post acute careisto rehabilitate the patient to alevel of function and hedlth
thet enables return to the patient’ s previous living arrangement o, if not gppropriete, to the
mod indgpendent living arrangement possible. Developing plans of care to achieve this god
and preperefor post-discharge needs requires (1) establishing individualized gods in specific
aess of function and hedlth, (2) estimating the degree to which the patient will improve, (3)
evauating the patient’s and family’ sindividua needs, vaues, motivation for participation in
renhlitetion and (4) estimating the rate of patient change (and goa achievement) and length
o day. This section asksthe interdisciplinary team to take this information and make some
predictions on rehabilitation prognosis. These predictions are essentid in planning services
needed during the stay as well as upon discharge.

1.  Functiond Improvement Gods

Intent:

Definition:

Thissedionlooks at some key functional aress, and asks staff to make a prediction whether
the patient will meet these goasin the indicated time frame.

ADLs

a. Bed mohility/trandfer — Gods that involve how patient moves to and from a lying
position, turns sde to Sde, and positions body while in bed. Also includes gods
involving how patient moves between surfaces - to or from: bed, chair, whedchair.

b. Dressng— Gods that involve how the patient dresses and undresses (street clothes and
udawear) including prostheses, orthatics, fasteners, pullovers, bets, pants, skirts, and
shoes.

c. Eating— Gods centering on how the patient eats and drinks (regardiess of skill). This
includes intake of nourishment by other means (for example, tube feeding, tota
parentera nutrition).

d. Looomation— Gods involving how the patient moves between locations in hisher room
and adjacent corridor on the samefloor. |If patient uses awhedchair, the godswould
involve how the patient moves once the patient is in the whedlchair.

e. Talding— Gods that involve how the patient uses the toilet room (or commode, urind,
bedpen), deanses himsdf/hersdf after toilet use or incontinent episode(s), changes pads,
menegesadany or catheter, and adjusts clothes. Thisitem does include god's centering
on transfers on and off the toilet or commode.
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OTHER

f. Medication Management — God's involving how the patient manages medications (
remembering to take medications, opening bottles, taking correct drug dosages, filling
syringe, giving injections, goplying ointments).

g. Pain Control — Gods involving the control (cessation or mitigetion) of pain by the
patient. Pain control goas could involve both pharmacologic and non-pharmacologic
interventions.

h.  Maegng Finances — In the inpatient environment this incdludes godsinvolving financid
activities such as paying for the newspaper, paying for TV service. When considering
home discharge, thisitem involves paying bills,  mareging checking account, or bank
account.

Process. Using your best clinical judgment, code each of these functiond areas using the scade

Coding:

described below. A review of the physician orders, notes and plans of care would ke
essentid in this process to confirm what goa's have been established.

Choosetheresponse that best reflects the clinica staff’ s prognosis for god attainment in each
of the specified areasin the last 24 hours. Code for the most aggressive god in each area
For admisson assessment and reassessment, code for clinica staff expectations of patient
gods in the aress listed below by time of discharge. For discharge assessments, code for
saff expectation of patient functiona goa in the post discharge period.

0. No god exigs— Thereis currently no god in the patient’s plan of care that amsto
improve or maintain the patient's current functiona performance or hedth (in the area
specified) in the areaindicated.

1. Goal - improvement, full recovery to premorbid status anticipated — Gods for
improvamat in the area specified have been s&t, and clinical staff project that the patient
will improve to the level of function or hedth (in the area specified) that he or she
experienced prior to the precipitating event (Item A7a).

2. Goal - improvement, partid recovery anticipated — Goals for improvement in the
specified area have been set, but given the patient’s current status and availability of
sarvices within the expected length of stay, clinical Saff project thet the patient will not
improve to the leve of function or hedlth (in the area specified) he or she experienced
prior to the precipitating event (Item A7a).

3. G -improvement, recovery uncertain — Goals for improvement in the specified area
have been set, but given the patient’s current hedlth, functiona or emationa satus,
dincd gaff are unable to determineif the patient will partidly or fully return to the level
of function or hedth (in the specified area) he or she experienced prior to the
precipitating event (Item A7a).
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4. Goal - mantenance, prevention of further decline — Gods for maintenance
(preservation) of function or hedlth in the specified area have been set, and dlinicd staff
project that the patient will meet maintenance gods as evidenced by NO further
deterioration in function or hedlth (in the area specified).

2.  Attributes Rdevant to Rehahilitation

Intent:  The intent of this section is to measure the patient's and his or her family's motivation ©
paticipate in the rehabilitation program and gods. Thisis essentid to establish the patient and
thepaientsaupport system’s participation in the established plan of care. When conflicts arise,
thepanof care needs to be modified to reflect efforts to resolve these conflicts. For example,
if the patient is in the pogt-acute setting for rehabilitation after a stroke, but is “refusng
rehabilitation,” this issue becomes the primary issue to ded with rather than the fact thet the
patient's mobility is limited.

Definition: a. Pdient believes he/sheis capable of increased independence — The patient Sates that
he/she has the capacity to improve or be more independent (albeit with therapeutic
support) or demondrates this belief by activdy participating in rehabilitative
programming.

b. Pdient unable to recognize new limitations— The patient lacks ingght into the leve of
hisher dtered function; may use poor judgement, thereby placing sdf at safety risk; may
resist participaion in thergpeutic programming amed & improving function or
compensating for deficits.

c. Pdiat falsto initiate or to continue to carry out ADLSs (once initiated) for which he/she
hessome demondtrated capability — The patient refrains from participating in self-care
in one or more ADL areas in which he/she has shown sdf-care abilities.

Process. Interview the patient. Get a sense of what hisher goa's are from this post-acute admission.
Also discuss what the patient’s family or support person’s perceptions are. Observe the
patient’s behavior and participation in plan of care. Are there differencesin the Care Plan
goas established by the team and the patient’s and family’ s goas?

Coding:  Indicae”0' for No, “1" for Yes, or “8" for Unknown in the box corresponding to each item,
indicating that they have been observed, verbdized or documented in the last 3 days.

3. Changeover theLast 3 Days
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Intent:

Process:

Definition:

Coding:

To evaluate and predict the rate in which the patient will progress toward his or her
established goals.

Obtain information viareview of the medical record, staff and patient interview.
a. Changeinoverd! functiona satus over last 3 days
b. Changein overdl hedth datus over last 3 days

Famthefdlonming codes, choose the response that best reflects your best clinical judgement
of the patient’s rate of overal functional and hedlth status change over the last 3 days.

0. Improved

1. About the same as a admisson (or last assessment if this is not an admisson
assessment)

2. Worse

4. Edimaed Length of Stay From Date of Admisson

Intent:

Process:

Coding:

It is essentid to put a time frame around established gods in the plan of care. The guiding
time frame in this process is the anticipated length of stay. This is established based on a
number of factors including but not limited to, diagnoss, functiond ability and prognoss,
medicd complications, support systems, patient motivation, and anticipated living
arrangement and payor source. All thisinformation must be taken into consideration when
making a prediction.

Useadat review, patient/support system interview, or obtain interdisciplinary clinica input
to code for the anticipated length of stay.

Starting from (and including) the date entered in AA2b or if AA2b is blank AA2a
(AdmissonDae), using your best clinica judgement, determine the patient’ s expected length
of day in the current setting prior to returning to acommunity setting. Choose the response
that best reflects the anticipated time frame.

0. 1-6days
7-13 days
14 - 30 days
31 - 90 days
91 or more days

Eal A
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5. Discharge to community not expected — It is anticipated that the patient will never
reunto the community, even if they are transferred to another facility. This category
aso includes patients who are expected to die during this admission.

6. Expedted discharge will be to another hedlth care setting prior to return to community
— Examples indude trander to nursing facility with eventud discharge to the

community.
Section M.
Resources for Discharge
Intent: In this section some key eements related to discharge planning are addressed. Before

famuainga discharge plan, the resources available to support the patient’ s discharge home
should be evaluated based on the patient’s current needs. In conjunction with previous
sections of the assessment, these items lay the ground work for developing a redistic
dischargeftrangtion plan.

1. Avalable Socid Supports

Intent: Toidanify the availability of family or friends to provide support during the post-acute phase
and after discharge.

Process.  Infommetion should be obtained through patient/family interview and through medica record
review. Determine if there is any indication that family or close friends are present and
available. Privatdy employed caregivers would not be coded in thisitem.

Definition: a. Emotiona Support — The provision of encouragement, comfort, attentive listening.

b. Inemittent physica support with ADLsor IADLS - lessthan daily — The provision of
“hands on” assistance to the patient with persond care, transfers, mobility, or doing
housework, shopping etc, on aless than daily basis.

c. Intermittent physical support with ADLsor IADLSs- daily — The provison of “hands
on’ assdarce to the patient with persona care, transfers, mobility, or doing housework,
shopping etc., on adaily basis (for example, once aday), but not full time.

d. Rdltimepysica support (as needed) with ADLs or IADLs— The provision of “hands
o asgdarce to the patient with persona care, transfers, mobility, or doing housework,
shopping etc., on adally bassfull time.
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e. Al or most of necessary trangportation — Includes providing trangportation by driving
patient in a car (or other motorized vehicle) OR accompanying patient using bus,
subway, or other public trangportation.

Coding:  Aif onear more family members/close friends are willing and able to provide support after
discharge. Enter the most appropriate response next to the type of support. Enter “0” for
No, “1” for Possibly yes, and “2” for Definitely Yes.

2. Caegiver Status

[ ntent: The following items identify issues with the patient's family or informa caregivers n
preparation for discharge. Often, when afamily member needs post-acute care, the entire
famlyisdfected. It isimportant to determine how the caregiver(s) is coping, whether he/she
requires additiond supports, or if he/she is willing and able to provide the patient with
extended care in their home.

Process. Inaview the patient and family/caregiver, as wdl as saff who are closdy involved with the
patient’s care. Review medica record, including Socid Service notes.

Coding: BEtaa'0'for "No", and a"1" for "Yes' in the box next to each statement that gppliesto the
patient and their care giversfamily.

0. No
1. Yes

a. Family (or close friend) overwhemed by patient’sillness.
b. Family relationship(s) require unusua amounts of gaff time.

3. Living Arrangement

I ntent: Theinet d thsitem is to establish the permanent living arrangement both prior to admission
[A] and that which is expected after discharge [B]. If theinitid arrangement expected at
discharge is different than column M3B - code in column C for Temporary Discharge
arrangement (A3 =5).

Process. Obaninformation through petient and family interview. Medica record review may aso be
hdpful.

Definition: a. Type of resdence



HCFA-1069-P

db October 11, 2000 BBB 123

Unknown

Rivate home — Any house or condominium in the community whether owned by
the patient or ancother person. Also included in this category are retiremernt
communities, and independent housing for the elderly or disabled.

Private apartment — Any gpartment in the community whether owned by the
patient or another person.

Rented Room— A rented room either part of a private house or a boarding room
establishment.

Board and Care/asssted living/group home — An dternative housing option which
integrates shared living environment with some degree of supportive services such
as home hedlth services, persona care, meal service, transportation.

Homeless (with or without shelter) — Person does not have aresidence — lives
outon streets, woods, etc. or uses acommunity based shdlter for individuas who
do not have aresidential address.

Long Term Care Facility (nursng home) — A residence that provides 24-hour
skilled or intermediate nurang care.

Pog Acute Care SNIF — Facility (or designated beds within a SNF) dedicated to
the care of patients with intense rehabilitative or clinicaly complex needs. Mogt
patients are admitted to the post acute care facility from an acute hospitd, or
rehabilitation hospital. These patients will have a short, intense day in the post
acute care SNF.

Hospice — An interdisciplinary program of pdliative care and support services
that addresses the physicd, socid, spiritud, and financid needs of termindly ill
patients and their families.

Aateunthospital — A facility licensed as an acute care hospital or unit. Petients
in acute care may receive comprehensve and complex diagnostic services,
trestments, and surgery.

10. Other — Any other setting not categorized above.

b. Live(d) with
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Unknown
Alone— Living with a pet is coded asliving done.

Soouseonly — If patient is living as married (common law marriage) with another
person, use this code.

Spouse and others — husband or wife, and other family members, friends,
boarders.

Child — Lives with child, no spouse present.

Other relative(s) — Not spouse or children.

Friends

Group setting — An dternative housing option which integrates a shared living
enviramat with some degree of supportive services such as home hedlth services,
personal care, meal service, trangportation.

Parsond Care Attendant — A hedlth care worker either hired by an agency or the
patient himsdf. This worker istrained to provide the patient with help in ADL’s

and other types of assstance.

Other — Any other living arrangement not categorized above.

Review the medicd record. Conault the patient and family. This is meant to measure
permanent placement. If apatient is going to be discharged to a skilled nurang facility for a
short period of time, and then discharged back to their home, the permanent living
arrangement would be either 1 or 2 depending on home service arrangements.

a. Typeof resdence —

InCdumn A — indicate the type of residence where the patient permanently resided
prior to admission.

In Column B — indicate the type of resdence where the patient is expected
permanently reside after discharge.

In Column C — indicate the type of residence where the patient is expected
temporarily resde initidly after discharge. Code thisitem only if this arrangement is
different than that coded in Column B.
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b. Lived with—
* In Column A — indicate with whom the patient permanently resided prior b
admisson.
¢ InCdumB —indicate with whom the patient is expected to permanently reside after
discharge.

* In Column C — indicate with whom the patient is expected to temporarily resde
intidly after discharge. Code this item only if this arangement is different than that
coded in Column B.



